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INTUSSUSCEPTION, OR PROLAPSE, OF PYLORIC MUCOSA 
INTO THE DUODENUM 


M. A. Carreras, M.D. 
Thomas Davis Clinic — Tucson 


Donne THE past 10 years a large number 
of articles dealing with prolapse, or extrusion, of 
the pyloric mucosa have appeared in the litera- 
ture. 

Although this condition was first described in 
1911 by Von Schmieden, very little significance 
was attached to it at the time and it was consid- 
ered only as an incidental roentgenological find- 
ing until 1946, when Wendell G. Scott published 
an analysis of 19,228 hospital admissions with 
1,346 upper gastrointestinal examinations and 
described 14 cases of benign prolapse of pyloric 
mucosa for an incidence of 1.04 per cent. 

In 1948, Ferguson reported an incidence of 
7.7 per cent in 297 cases studied and reported six 
cases from the surgical service of Grady Hos- 
pital. 

Coves and Curphey have reported 22 cases 
seen in one year and gave a good description of 
the roentgen appearance and discussed the dif- 
ferential diagnosis. 

Hambley, Meyer and Felsen report 35 cases 
in 1,257 gastrointestinal series, or an incidence 
of 2.8 per cent, and discussed three cases. 

The clinical significance of this condition is by 
no means agreed upon by all authors. 

Levin and Felsen, in October 1951, reported 
an analysis of 100 gastrointestinal series in which 
the sole criterion was the absence of gastroin- 
testinal symptoms and found 18 per cent of the 
cases with prolapse, or 8 per cent if the slight 
cases were omitted. 

Pohland, in Germany, disputes the clinical sig- 


nificance of this condition and attributes the 
x-ray appearance of the base of the bulb to a 
phase of the pyloric muscular contraction and 
variable formation of the overlying mucosa. 

Bartels and Eltrom reviewed a series of 240 
cases and found 44, or 18.3 per cent, cases that 
presented a prolapse, of which 34 had fairly large 
prolapses. These cases all presented varied symp- 
tomatology. All were associated with some other 
pathology of the gastrointestinal mucosa in the 
region of the antrum, pylorus or duodenal bulb. 

Forty-two persons studied without any dys- 
peptic complaints showed 10 with typical large 
prolapse and 11 with small folds. They conclude 
that the frequency of mucosal prolapse through 
the pylorus was higher among the controls than 
among the dyspeptic group and interpret the 
prolapse of the gastric mucosa through the 
pylorus as a normal physiological variation. 
ETIOLOGY: 

The etiology of this condition is not definitely 
known or agreed upon. It has been attributed by 
some authors as the result of chronic low grade 
inflammation of the mucosa, other authors be- 
lieve it to be caused by the effect of hyperper- 
istalsis loosening the already loose attachment of 
the mucosa to the muscularis, and by others as 
the result of normal stretching of the mucous 
membrane during normal gastric movements and 
to the effect of altered motility as the result of 
neuro-genic factors. Probably a number of fac- 
tors are involved. 

Histological studies have shown no more than 





254 ARIZONA MEDICINE 


evidence of redundant mucosa and in some cases 
low grade gastritis in the region of the antrum. 
SYMPTOMS: 

The symptomatology of this condition is not 
specific in any way. Pain is present in practically 
every case and may vary from slight discomfort 
to severe pain, simulating gallbladder colic and 
requiring strong sedation. Nausea is frequent 
and usually vomiting is also present during an 
attack. 

At times the symptoms may simulate duodenal 
ulcer, although as a rule the onset of symptoms 
is post-prandial rather than fasting. As com- 
pared with the entirely functional gastivintesti- 
nal disturbance without prolapse, the onset of 
the pain seems to be more sharply defined and 
the frequency of the attacks not as high.and pa- 
tients as a rule are entirely symptom free be- 
tween attacks. There is not the chronic complaint 
so characteristic of the purely psychoneurotic 
individual. 

Bleeding is a frequent occurence, usually slight 
oozing with nothing else but positive occult blood 
in the stools, but at times severe hemorrhage 
may occur. Mood and Speed reported a case in 
1949 which required 21 transfusions and was not 
controlled until gastric resection was done. The 
prolapsed pyloric mucosa was the only abnor- 
mality found. More recently Lichstein and Asher 
have reported an incidence of 22 per cent of 
bleeding in their cases. 

DIAGNOSIS: 

The diagnosis of this condition is entirely 
a roentgenological one. Quoting from Feldman, 
Morrison and Meyers, Gastroenterology, Janu- 
ary, 1952, the following criteria are characteristic 
of the condition: 

1. Defect of the base of the bulb, described 
as mushroom, umbrella, cauliflower or lo- 
bulated appearance. 
. Honeycomb effect in the bulb caused by 
the duodenal gastric mucosa. 
3. Variations in the appearance of the bulb 
in the same or repeated examination. 


to 


4, The disappearance of the deformity when 
prolapse is reduced. 


5. Absence of irritability when not associated 
with an ulcer. 


6. Gastric peristalsis usually accelerated. 


7. Enlargement and thickening of the gastric 
folds, usually associated with hypertrophic 
gastritis. 
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8. Gastric folds prolapsed in the folds. 

9. Multiple linear defects in the pylorus rep- 
resenting mucosal folds passing from an- 
trum into the duodenum. 

10. Changes in the pyloric canal which may 
be normal, narrowed, widened, or show an 
annular cuff defect of varying extent, de- 
pending upon the amount of redundant 
mucosal folds in the pylorus and hyper- 
trophy. 

11. Evacuation of the stomach is either nor- 
mal or accelerated. In some cases there is 
a small five hour gastric retention and in a 
few incidents pyloric obstruction. 


12. Absence of gastric dilatation. 


DIFFERENTIAL DIAGNOSIS: 

According to Lichstein, the following condi- 
tions may simulate benign prolapse of the gastric 
mucosa: 

1. Pedunculated gastric polyp. 
. Multiple gastric polypi. 
. Pre-pyloric gastric carcinoma. 
. Hypertrophic gastritis. 
Secondary metastasis to the stomach and 
duodenum. 
. Duodenal ulcer. 
. Pre-pyloric ulcer. 
. Antral gastritis. 
9. Duodenitis. 

10. Pylorus x-rayed over the spine. 

11. Congenital bands. 

12. Food retained in the duodenum. 

The present study consists of a review of 353 
gastrointestinal series done during the year 1954, 
and an incidence of 6.2 per cent of prolapse of 
pyloric mucosa was encountered of which 4.8 
per cent were unassociated with other pathology. 

It must be stressed that in this series all the 
patients had been x-rayed because there had 
been some complaint referable to the digestive 
system, in counterdistinction to other reports 
from large centers where gastrointestinal studies 
were in part routine studies made in the course 
of general examination. 

Feldman, Morrison and Meyers recognized in 
their work on this subject that the incidence 
seems to be greater in private practice, possibly 
because of the ambulatory nature of this condi- 
tion. 

In our series pain seemed to be a common 
complaint. As mentioned before, this varied in 
degree and was usually present immediately 
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after ingestion of a meal, and in two cases re- 
quired large doses of demerol or morphine for 
relief. Between attacks the patients remain rela- 
tively asymptomatic with only minor dyspeptic 
complaints. Severe hemorrhage was not encoun- 
tered. One case showed chronic low grade loss 
of blood from the gastrointestinal tract with oc- 
cult blood in the stools, and chronic anemia 
which improved following treatment for his gas- 
tro-intestinal disturbance. This patient, however, 
had multiple diverticulosis and the source of 
bleeding is not definitely localized as to the 
pyloric mucosa itself. 

All of our patients did well on conservative 
treatment with anti-spasmodics, acid neutralizers 
and bland diets. In none of our cases was it nec- 
essary to do surgery. 

TREATMENT: 

The treatment of this condition is, in the vast 
majority, conservative, consisting of bland diet, 
anti-spasmodics and anti-acid medications. Sur- 
gery should be reserved entirely to intractable, 
severe cases with frequent attacks of severe pain 
requiring much sedation, or to cases of intracta- 
ble massive bleeding. The surgical procedures, 
as reported in various articles in the literature, 
vary from simple pyloroplasty to sub-total re- 
section. 

The following cases are reported as illustrative 
of this condition: 

1, JVO—70 years old, male. Severe epigastric 
pain simulating gallbladder. Gallbladder x-rays 
were normal and about three or four attacks a 
year. Required demerol for relief. Has done well 
on diet and anti-spasmodics. 

2. RH—68 years old, male. Epigastric distress, 
anemia, positive guaiac. Treated medically and 
improved, occult blood in the stools cleared up. 
Has diverticulum of the stomach, duodenum and 
colon. 

3. S—52 years old, male. Recurrent attacks of 
epigastric pain with occasional vomiting; usually 
controlled by diet and anti-spasmodics, and one 
severe episode with pyloric obstruction requir- 
ing gastric suction for 48 hours. 

4. B—48 years old, female. Gaseous indigestion 
for two years. Frequent nausea. Relieved with 
anti-spasmodics. 

5. This is a severe psychoneurosis. GI series 
was done because of complaints on one visit, al- 
though prolapse is present, probably it is not 
causing any difficulties. 
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Case No. 1. 
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6. This case does not belong to our series, it is 
presented to show a severe prolapse and possibly 
a duodenal ulcer. 


7. AS—62 years old. Severe upper abnominal 
pains suddenly radiating to the back associated 
with vomiting; required morphine to terminate 
the severe attacks. After the severe episodes rare 
heart burn is complained of. 


SUMMARY & CONCLUSIONS: 


A review of the literature in the past 10 years 
shows increasing concern of the clinicians with 
the prolapse or intussusception of the pyloric mu- 
cosa into the duodenum. Of 353 patients re- 
viewed by one author, an incidence of 4.8 per 
cent of uncomplicated prolapse was found. 

While the clinical significance of the condition 
is by no means accepted by all authors, it is our 
feeling that the cases described in the literature, 
as well as our own, presented enough similiarity 
in their symptomatology and response to treat- 
ment to assume that the prolapsed mucosa, pro- 
ducing intermittent low grade intussusception 
with partial or at times complete pyloric ob- 
struction is the cause of the symptoms. 
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DISEASES OF THE GASTROINTESTINAL TRACT AND 
ABDOMEN 


Leon Goldman, M.D. and Richard E. Gardner, M.D. 
San Francisco, California 


Tne TECHNICAL advances in the field of sur- 
gery have often exceeded deveolpments in phy- 
siology and biochemistry, and as a result many 
surgeons are spending more and more time in 
the experimental laboratory. Such laboratory re- 
search has led to a re-evaluation and more sound 
understanding of the basic principles of many 
surgical procedures and has added further to 
our knowledge in all fields of surgery. The ap- 
plication of adequate methods of anesthesia and 
electrolyte and nutritional replacement therapy, 
as well as proficiency in surgical treatment, have 
helped to decrease the mortality and morbidity 
of extensive operative procedures. 

Much of the progress made in the field of ab- 
dominal surgery has been the result of such lab- 
oratory studies. It is the purpose of this discus- 
sion to describe some of the more important ex- 
perimental studies and their relationship to re- 
cent advances in abdominal surgery. 
ESOPHAGUS: (Cardiospasm - Achalasia ) 

Cardiospasm results in obstruction of the low- 
er esophagus, producing dilatation and hyper- 
trophy of the proximal esophagus in most in- 
stances. The specific pathologic finding may be 
a deficiency of the parasympathetic plexus 
(Auerbach’s ), resulting in a failure of peristalsis 
to pass through this area. Motility patterns in 
this disease demonstrate diminished peristaltic 
movements of the entire esophagus(1). Dys- 
phagia, regurgitation, and pain while swallow- 
ing are the most common symptoms. It also has 
been noted that patients with this disorder tend 
to be emotionally labile. 

The majority of patients with cardiospasm are 
treated successfully by dilatation of the esopha- 
gus with a mercury bag or a Plummer bougie. 
This will control the symptoms in approximately 
80 per cent of the cases(2). However, 15 to 20 
per cent of the patients do not respond to dila- 
tation and require surgical treatment. 

Various methods of anastomosis of the stom- 
ach to the esophagus have resulted in severe re- 
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gurgitative esophagitis. At the present time, 
therefore, we use the Heller procedure (esopha- 
gocardiomyotomy ) almost routinely. We are not 
satisfied with any operative procedure for the 
treatment of cardiospasm but in patients unre- 
lieved by any lesser method we feel that esopha- 
gocardiomyotomy affords the best result. The 
results of this technique as reported in the liter- 
ature are somewhat conflicting. However, the 
incidence of regurgitation following this proce- 
dure approximates 50 per cent, which is less than 
that after other operative procedures. The re- 
sults do not seem to vary sufficiently to enable 
one to state an exact length for the myotomy in- 
cision. Nonetheless, the incision should extend 
across the obstructed portion of the esophagus 
and the cardio-esophageal junction. Care should 
be taken to transect all the circular fibers and 
avoid perforation of the esophageal mucosa. 


ESOPHAGEAL VARICES: 

The development of vascular surgery has led 
to a reconsideration of the surgical treatment of 
portal hypertension. It is difficult to determine 
the incidence of esophageal varices associated 
with cirrhosis. However, in patients who do have 
varices, 80 per cent of the varices are due to 
Laennec’s cirrhosis(3). Extra-hepatic portal ob- 
struction accounts for the remaining 20 per cent. 
Because of the high surgical mortality the early 
results of portal systemic shunting compared 
poorly with the medical treatment. After a more 
careful selection of cases, however, the results 
of surgical treatment improved. It has been dem- 
onstrated that patients with ascites, jaundice, or 
low serum albumin determinations cannot sur- 
vive such an operative procedure. Patients with 
liver disease who seemingly have adequately 
functioning livers (BCP below 15 per cent in 30 
minutes, no ascites or jaundice, and serum al- 
bumin above 3 grams) have a mortality rate of 
18 per cent after portal-systemic procedures. 

The choice of surgical treatment for these pa- 
tients is somewhat controversial. It is generally 
concluded, however, that the increased portal- 
systemic compensatory communications that de- 
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velop spontaneously are not adequate to de- 
crease the portal pressure. After a proper selec- 
tion of cases, a systemic shunt is therefore advis- 
able for decompression of the portal system. The 
lack of adequate tests for liver function has made 
it difficult to determine the location of the portal 
obstruction in some instances. Splenoportogra- 
phy, however, has been helpful in visualizing 
the portal system. This method consists of in- 
jecting 50 cc. of 70 per cent Urokon into the 
spleen, through the mid-axillary line of the 9th 
interspace on the left side. Multiple films are 
then taken(3). It has been our recent practice 
to carry out this procedure in the operating 
room immediately preceding the operation it- 
self. In most instances the films are adequate to 
demonstrate the portal system and extra-hepatic 
portal obstruction, and are an important adjunct 
in planning the operative procedure. 


The anastomosis of the portal vein to the vena 
cava results in the most effective decompression 
and the rate of thrombosis of the anastomosis is 
low. Evidence gained from experiments on lab- 
oratory animals showed that complete diversion 
of the portal blood into the vena cava was fol- 
lowed by a pronounced decrease in liver func- 
tion. On the other hand, Macpherson(4) has 
been unable to demonstrate any specific altera- 
tion in hepatic metabolism in patients on whom 
an end-to-side portacaval anastomosis was per- 
formed. 


Many patients with portal hypertension will 
have associated splenomegaly or hypersplenism, 
which will preclude the use of a portacaval an- 
astomosis. In these instances one must consider 
removal of the spleen and splenorenal anasto- 
mosis as the shunt procedure of choice. This 
method has a high rate of anastomotic thrombo- 
sis (30 per cent) in addition to associated re- 
currence of bleeding from the varices and is a 
particularly common problem in children when 
such an anastomosis is used for the treatment of 
extrahepatic portal obstruction. Some surgeons, 
therefore, recommend the use of esophago-gastric 
resection(5). They feel that such a procedure re- 
moves the varices adequately and, although com- 
plicated by esophagitis, is a far more reasonable 
operation to use in the treatment of a child with 
esophageal varices than it may be in an adult. 

In summary, the desired course of treatment 
of esophageal varices is medical evaluation and 
preparation for surgical treatment of those cases 
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that meet the criteria for portal systemic anas- 
tomosis. In some instances the patient who en- 
ters the hospital with bleeding uncontrolled by 
esophageal tamponage(6) will require an emer- 
gency operation and direct trans-esophageal li- 
gation. Although it sometimes may be a life-sav- 
ing procedure, the mortality rate in this group 
is extremely high, since these patients are usual- 
ly in impending hepatic coma(7) and are ex- 
tremely poor surgical risks. 


STOMACH: 

The surgical treatment of carcinoma has al- 
ways been directed toward en bloc dissection of 
the involved organ, and associated lymphatic 
drainage. This technique has been extended to 
tumors of the stomach, with removal of the en- 
tire stomach, spleen, and in some cases, the body 
and tail of the pancreas(8). The operation of to- 
tal gastrectomy, however, has been complicated 
by nutritional problems during the post-opera- 
tive period. 

Many operative procedures have been devised 
to overcome the nutritional problem. Esophago- 
jejunostomy was the original operative proce- 
dure. This was followed by esophagoduodenos- 
tomy. Esophago-ileocolo-duodenostomy(9) and 
esophago-jejunoduodenostomy(10) have been 
used to form a pouch replacement for the re- 
moved stomach. The Roux-en-Y and modifica- 
tions of the esophago-jejunoduodenostomy have 
also been used. 

Surgeons who have used the technique of 
pouch replacement of the stomach are of the 
opinion that it presents less nutritional complica- 
tions. In fact, however, physiologic studies of 
these patients reveal that carbohydrate, fat and 
protein absorption are not significantly improved 
by these operative procedures. These patients 
have the same nutritional problems as patients 
on whom an esophago-duodenostomy or esopha- 
go-jejunostomy was performed, and statistically 
there is no biochemical or physiologic evidence 
that favors one or the other operative proce- 
dure(11). Marshall and Uram(12), in a study 
of 184 patients who had total gastrectomies, con- 
cluded that the survival statistics were not better 
than those following partial gastric resection for 
the treatment of carcinoma. It should be con- 
cluded from this study that total gastric resec- 
tion be reserved for those cases of extensive in- 
volvement in which it is necessary to perform to- 
tal gastrectomy in order to remove the gastric 
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lesion with an adequate margin. The nutritional 
problems are more severe after total resection 
than when a small portion of the stomach still 
remains. 


PEPTIC ULCER: 

Until the importance of nutritional problems 
was recognized, the operation of choice for pep- 
tic ulcers was based on the fear of the develop- 
ment of marginal ulcers. Today, the recognition 
of the nutritional complications has caused a re- 
newal of interest in the Billroth I operation 
(gastroduodenostomy following subtotal gastric 
resection). The Billroth I procedure has been 
evaluated in several clinics and many surgeons 
state that there are fewer postoperative compli- 
cations after this operation. However, careful 
evaluation of a large series demonstrated that 
there is little difference between the Billroth I 
and Billroth II as far as the incidence of the 
“dumping syndrome” or weight changes are con- 
cerned(13). 

Moreover, scarring and inflammation are often 
present, making the anastomosis of gastroduo- 
denostomy difficult. Patients who have had a 
gastroduodenostomy are less anemic, and cer- 
tainly this procedure is a more physiologic op- 
eration. This procedure should therefore be con- 
sidered in the treatment of patients with benign 
gastric ulcers or high-lying duodenal ulcers. 


In many operative procedures for duodenal 
ulcer, portions of the stomach are removed. The 
_ results of such operations compare favorably 
with the Billroth I and Billroth II procedures 
and there seem to be fewer postoperative nutri- 
tional problems. Patients treated by vagotomy, 
gastroenterostomy, or a 40 per cent partial re- 
section still have a higher incidence of the 
“dumping syndrome” and weight changes than 
one might expect(13). Further experience with 
and evaluation of the technique of 40 per cent 
gastric resection and vagotomy may demonstrate 
that it is a more ideal operation for peptic ulcer 
than the other procedures(15). It appears that 
the more of the stomach that remains, the better 
the long-term nutritional results will be. There 
is a correlation, however, between the body 
build of an individual and the postoperative re- 
sults, regardless of operative procedure. Good 
results will be obtained in patients who are of 
ideal weight or above at the time of operation, 
as compared to patients below ideal weight. 
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BILIARY SYSTEM: 


In operations upon the biliary system the treat- 
ment of choledocholithiasis presents a difficult 
problem. Even the most experienced surgeon 
has difficulty in detecting the presence of stones 
in the common duct by direct palpation. Various 
reports estimate that exploration of the common 
duct is done in 20 per cent or more of the 
patients operated upon for cholelithiasis(16). 
In 10 to 25 per cent of these explorations stones 
are overlooked. 


Direct cholangiography has been developed as 
an aid in visualizing stones in the common duct. 
One of the most satisfactory methods is to 
insert a small polythene catheter into the cystic 
duct and inject an opaque dye, such as Diodrast 
or Urokon(17). In order to obtain good results 
it is necessary that proper x-ray equipment be 
available and that the films are correctly placed. 
Multiple films should be taken after injection of 
5, 10, and 15 cc. of the opaque dye. Over- 
filling of the common duct with large amounts 
of dye will obscure small stones. With experi- 
ence, this method adds very little time to the 
operative procedure; the surgeon is able to re- 
move the gall bladder while the films are being 
developed. 


Cholangiography often reduces the necessity 
for exploration of the common duct in patients 
who have simple dilatation of the common duct 
but no palpable stones; patients with a recent 
history of chills and fever; and patients who have 
many small stones in the gall bladder. Cholan- 
giography is also of value in those cases in which 
the common duct has been explored and multiple 
stones removed. This group has been stated to 
have residual stones, demonstrated by post- 
operative cholangiography through the “T” tube, 
in 9 to 13 per cent of the cases(18). Therefore, 
the operative cholangiograms taken after the 
“T” tube is in place assure the recognition of 
overlooked stones before the abdomen is closed. 
The proper use of operative cholangiography 
would prevent the necessity for secondary oper- 
ative procedures in many instances. 


It is important to recognize that there will 
be false positives in approximately 5 per cent of 
the cases and that before the technique is com- 
pletely mastered there may be equivocal films. 
Air bubbles are a common complication. How- 
ever, air shadows are ovoid or round as a rule 
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and have somewhat sharp edges as compared 
to the rougher-shaped silhouette of a stone. Al- 
though there are difficulties involved in the use 
of operative cholangiography the procedure is 
not harmful to the patient, and the findings may 
be of considerable surgical importance. 


PANCREAS: 

The diagnosis of pancreatic disease has al- 
ways been difficult because of our poor methods 
of evaluating pancreatic function. The use of 
such laboratory aids as urinary diastase and 
serum amylase determinations have helped in 
the diagnosis of acute pancreatitis but may be 
of little value in chronic relapsing pancreatitis. 


Experience has demonstrated that the, mor- 
tality rate in acute pancreatitis is considerably 
lower when conservative therapy is used. The 
mortality is 20 to 40 per cent when an operative 
procedure is performed during the acute phase 
of the disease, as compared to a 4 to 12 per 
cent mortality after conservative medical ther- 
apy(19). The patient who has an initial acute 
attack of pancreatitis should be thoroughly in- 
vestigated following recovery. The high asso- 
ciation of biliary tract disease with acute pan- 
creatitis makes investigation of this system es- 
sential. Obstruction of the pancreatic duct is 
considered to be the cause of acute pancreatitis. 
Various surgical procedures have been advocated 
for patients who have recurrent attacks. Dou- 
bilet and Mulholland consider that spasm of 
the sphincter of Oddi is responsible for almost 
all cases of pancreatitis and they therefore rec- 
ommend sphincterotomy for patients with re- 
current acute pancreatitis. We have not had 
satisfactory results from this operation, how- 


ever. 


Many other procedures have been recom- 
mended: complete diversion of the biliary sys- 
tem by Roux-en-Y anastomosis of the common 
duct; resection of the tail of the pancreas, with 
Roux-en-Y for reverse drainage; exploration of 
the pancreatic ducts; and resection of the head 
or entire pancreas. 


There does not seem to be uniformity of opin- 
ion regarding the surgical treatment of pancrea- 
titis. Those who recommend: operative proce- 
dures, however, reserve them for'the more diffi- 
cult _ problem-eases ‘ of’ chronic relapsing pan- 
creatitis:: Pancreatic’cysts require surgical: drain- 
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age. In unrelenting, progressive pancreatitis, 
total pancreatectomy may be necessary for al- 
leviation of symptoms. 


REGIONAL ILEITIS AND 
ULCERATIVE COLITIS: 


Regional ileitis and ulcerative colitis may be 
very difficult to distinguish on a clinical basis. 
Regional ileitis may involve the colon in a small 
proportion of the cases, and conversely, ulcera- 
tive colitis may extend into the ileum. Pathologic 
examination, however, shows that the two dis- 
eases differ considerably(21). 

1. Regional Ileitis. Regional ileitis might be 
stated as being a cicatrizing enteritis. The dis- 
ease is associated with a thickening of the in- 
testine and mesentery and a pronounced de- 
crease in the diameter of the lumen of the in- 
testine. Gross ulceration is not a common char- 
acteristic although it may be found occasionally 
in the edematous mucosa. 

The diagnosis of regional ileitis is suspected 
from the clinical history of vague abdominal 
symptoms. Roentgenologic studies reveal an 
obliterative mucosal pattern, coarsening and 
polypoid changes, and rigidity and narrowing 
of the small intestine. 

There is considerable difference of opinion 
about the treatment of choice for regional ilei- 
tis. Antibiotics, cortisone and ACTH have not 
been of value in arresting this disease. The 
medical treatment of regional ileitis is similar 
to that of any chronic granulomatous process. A 
trial period of bed rest and supporting nutri- 
tional therapy is advisable until the disease is 
quiescent(22). This stage is very difficult to 
determine in some cases, however. Resection of 
the diseased portion is advisable in the quies- 
cent or “burned out” stage, and after the pattern 
of the disease is well-established. 

However, patients treated by resection have 
a 20 to 30 per cent recurrence rate and require 
re-operation(23), and it is felt by some observ- 
ers that the eventual postoperative recurrence 
rate over a 5 to 10 year period is 30 per cent. 
Therefore, these patients should be treated by 
conservative medical methods, with the excep- 
tion of those patients with intestinal obstruc- 
tion or progressive’ symptoms. 

2: Ulcerative Colitis. ‘In this disease — the 
pathologic damage is limited as a'rule to’ super- 
ficial ‘areas of the colon, and ‘is midinly restricted 
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to the colonic mucosa and submucosa. This is in 
contrast to regional ileitis, in which the entire 
intestinal wall and mesentery are involved(24). 
Ulcerative colitis most commonly starts in the 
sigmoid colon and rectum, but soon involves 
the entire colon. 

The diagnosis of ulcerative colitis should be 
made early and can be determined from the 
clinical history, proctosigmoidoscopy, and ro- 
entgenologic studies after barium enema. How- 
ever, more specific roentgenologic patterns are 
seen in the late stages of the disease. The dis- 
ease is self-limiting in many cases. The ma- 
jority of clinics estimate that only 20. to 25 
per cent of these patients.must be surgically 
treated. Of 255 patients seen at the University 
of California Hospital, only 21.5 per cent under- 
went operative procedures. 

In the surgical treatment of ulcerative colitis, 
the diseased segment must be removed. For- 
merly, the operative procedures consisted of 
ileostomy, with second-stage removal of the 
colon. In recent years it has been found that 
ileostomy, with resection of the colon to the 
lower sigmoid, results in a more rapid improve- 
ment of the patient and there are fewer post- 
operative complications. The abdominal perineal 
resection can be done at a later date with 
less hazard after the patient has improved nutri- 
tionally. Some surgeons recommend complete 
removal of the colon, or removal of the rectum 
to the pectinate line in a one-stage operation. 
Mayo has preserved the rectum, utilizing an 
ileoproctostomy in patients who do not have 
evidence of disease in the rectum(28). How- 
ever, ulcerative colitis involves the rectum so 
frequently that this does not seem to be an 
advisable procedure. 


The operative mortality and complications 
following surgical treatment are high. How- 
ever, with more careful preoperative manage- 
ment and postoperative care there has been an 
improvement in recent years. The development 
of adequate ileostomy appliances and surgical 
modifications of the ileostomy have made it pos- 
sible for these patients to carry on a normal life 
following colonic resection. 


MEGACOLON: 

The early diagnosis of megacolon in infants 
is difficult. The disease must be suspected in 
infants with chronic constipation. If constipa- 
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tion occurs after the age of 2 years, one must 
evaluate the patient carefully, for in a child of 
this age constipation usually represents a habit 
pattern rather than megacolon(29). The pres- 
ence of the disease must be confirmed by ro- 
entgenographic demonstration of the narrow 
aganglionic segment and by rectal or sigmoidal 
biopsy to demonstrate the deficiency of Auer- 
bach’s plexus. It is to be noted that the dilated 
portion of the large bowel is a manifestation 
of the obstructive disease. Localized resections 
of the enlarged colon that do not remove the 
aganglionic area are of no value. The Swenson 
procedure (resection of the aganglionic segment 
and re-anastomosis by a pull-through procedure ) 
has significantly improved the results of the sur- 
gical treatment of this disease(30). Infants with 
greatly dilated colons may require a colostomy 
as a preparatory operative procedure before re- 
section of the aganglionic segment. In these 
patients the colonic stoma should be placed at 
the margin of the aganglionic and ganglionic 
portions; the latter can be determined by biopsy 
and frozen section at the time of operation. With 
the colonic stoma in this position, the definitive 
operation does not require further resection of 
the colon and the pull-through procedure is 
easier. 


Patients with Hirschsprung’s disease have a 
deficiency of all the pelvic parasympathetic 
nerves and frequently have a hypotonic blad- 
der with abnormal cystograms. Five per cent 
have associated megalo-ureters. The abnormal 
parasympathetic supply requires the surgeon to 
take great care when dissecting in the recto- 
sigmoidal and rectal areas in order to prevent 
further injury to the nerve supply of the pelvic 
structures. 


It is not possible to touch upon all the re- 
cent advances in abdominal surgery. There are 
many other subjects which could have been in- 
cluded but which are beyond the scope of this 
article, such as a consideration of secondary 
operations as a method of evaluating recur- 
rences of cancer; more radical surgical exci- 
sions in the treatment of polyps and carcinoma 
of the colon; the increased use of resection of 
the sigmoid in the treatment of diverticulitis; 
and the use of cytology as a diagnostic tool for 
various exfoliating carcinomas of the intestinal 
tract. 
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THE DERMATOLOGIST’S ROLE IN SKIN CANCER 
C. F. Lehmann, M.D. 


San Antonio, Texas 


— OF THE skin is commonest of all 
cancers, and certainly more early diagnoses are 
made of cancer in this field than in any other. 
Most skin cancers occur on the face and quite 
often the patient seeks the dermatologist for a 
skin defect because it is a cosmetic problem. In 
an analysis of 115 cases seen by us in a short pe- 
riod in 1956, there were 98 on the face and neck. 

The American Board of Dermatology recog- 
nizes this responsibility and requires trainees to 
be well grounded in diagnosis of cancer and rec- 
ognition of all its vagaries, and to be well versed 
in what can be accomplished with all types of 
treatment. At the annual meeting of the Ameri- 
can Academy of Dermatology a good portion of 
the program is devoted to the study and treat- 
ment of cancer. These high educational stand- 
ards have reflected in better cancer work by 
dermatologists in the last two decades; but this 
specialty is not unmindful of the fact that it 
needs to improve itself in this field, as well as 
to do more effective missionary work in getting 
early diagnosis and early treatment. 

The diagnoses of the commoner types of carci- 
noma of the skin usually present no problems to 
the trained dermatologist, but it is not infrequent 
that as a result of a biopsy not corroborating the 
clinical impression, he is in a dilemma, and to 
be safe repeats the biopsy, or destroys the lesion 
for a total biopsy. Whenever the clinical impres- 
sion is strongly in favor of cancer, the patient 
should not be dismissed until a definite course 
is taken, and the doubt cleared. 

Types of Carcinoma 

The commonest type of carcinoma is the basal 
cell type. It is usually exophytic and elevated 
about the normal skin level as an iscliemic 
mound. If old it may break down in the center 
and produce the so-called rodent ulcer. It is a 
very friable lesion and frequently even a small 
one, if traumatized, splits and breaks down into 
a small ulcer. It spreads by extension, and very 
rarely metastasizes. The superficial type of can- 
cer, which shows a scaly red plaque, commonly 
has a thread-like rolled edge border. On diasco- 
pic pressure (i.e. pressing a glass slide on the 
lesion to produce ischemia) the characteristic 


gelatinous consistency of a basal cell epithelioma 
is seen. (This is also a characteristic of the nod- 
ule of lupus vulgaris which, by the way, is ex- 
tremely rare in most parts of this country.) The 
prickle-cell type of skin carcinoma is more often 
infiltrative than the basal cell type. It is fre- 
quently preceded by hyperkeratosis, as leuco- 
plakia of the lower lip, or the sunlight or senile 
keratoses. When the dry crust is removed, it has 
many tiny bleeding points. There is no absolute 
pathognomonic picture of either type. Suffice it 
to say that a persistent nodule, a bleeding erosive 
lesion, or a persistent ulcer should have a strong 
suspicion of cancer until proved otherwise. 

Most probably the reason why relatively sim- 
ple-looking superficial skin cancers recur after 
treatment is because it is not recognized that 
there may be sub-dermal pseudo-pods (or silent 
peripheral extensions ) which are not sufficiently 
eradicated at the first treatment. Fortunately 
such lesions are rare, but such a_ possibility 
should be taken into consideration when treat- 
ment is instituted. 

Most of the skin cancers seen by the derma- 
tologist are recognizable clinically by a trained 
eye. In a recent study at a large clinic the clinical 
diagnosis of cancer agreed with the microscopical 
in 85 per cent. 

Whether the dermatologist is of much help 
in selection of a site for biopsy to establish the 
premalignant stage of pigmented nevi is de- 
batable. However, being aware of the poten- 
tialities of junction nevi from which the malig- 
nant melanoma starts, he does examine closely 
those lesions that have certain characteristics 
such as the following: (1) a pigmented lesion 
that begins to take on a halo — the brown pig- 
ment extending out from the border of a black 
macule; (2) a pigmented nevus that begins to 
form a black papule; (3) a black macule that 
apears first in adult life. 

From 50 to 75 per cent of melanomas develop 
de novo. There are from one to three dozen 
pigmented nevi on every person. We know 
that pregnancy and ACTH makes pigmented 
nevi darker, but there is no evidence that they 
cause malignant melanoma. The incidence of 
melanoma has been estimated to be one per 
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50,000 population. Nevi on the feet are com- 
monly viewed with concern, but it is known 
that they disappear at old age. There is so 
much conflicting thought about melanoma aris- 
ing from pigmented nevi that it is hard to out- 
line an iron-clad rule for dealing with it. How- 
ever, the advice of Davis and Pack concerning 
which lesions to eradicate are certainly to be 
endorsed. They are: 

(1) A mole on any portion of the skin subject 
to trauma. 

(2) A mole showing any evidence of change, 
particularly if there is: 

(a) increased pigmentation. 

(b) increase in size or color. 

(c) inflammatory reaction in or about the 
mole. 

(d) ulceration, bleeding, crusting (late 
signs ). 

(3) All moles on genitalia, hands, feet and 
mucous membrances. 

(4) All moles that are a shade of blue or 
black. 

(5) Nevi that appear late in life and show 
change. 

(6) Decision as to removal should not be 
made upon presence or absence of hair in a 
nevus. In general, hairy nevi are not the patho- 
genic variety which give rise to melanoma, but 
this is not an invariable rule. 

Shaffer (Bertram Shaffer, JAMA 161: 1222- 
1226, July 28, 1957) is a study of several thou- 
sand moles, concluded that the melanocytic nevi 
classified as flat lesions, slightly elevated lesions 
with pigmented halos, and verruciform lesions 
are apt to have junctional activity, whereas poly- 
poid, dome-shaped, sessile and pedunculated 
lesions do not. He stated that.the chances of a 
mole becoming malignant are about one to a 
million. 

Some basal cell epitheliomas have pigment in 
them. Their chief characteristic is their super- 
ficial appearance and their gelatinous consis- 
tency. The melanin in them is usually spotted 
and therefore their color is not solid black. They 
do not have the highly malignant import or ill 
omen that melanomas do. 

Differential Diagnosis 

I. The dermatologist can be of aid in dif- 
ferential diagnosis very often, as in the follow- 
ing: lupus erythematosus; psoriasis from super- 
ficial epitheliomata (cancer in situ); seborrheic 
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keratoses vs. melanomas, leimyomas, necrobio- 
sis, histiocytomas, mycosis fungoides. 

II. Infectious tumors that call for a differen- 
tial diagnosis from cancer are occasionally seen. 
Molluscum contagiosum has been confused. 
Gummas that have not broken down may simu- 
late the clinical picture of a subdermal cancer; 
eosinophilic granulomas and lepromata may pre- 
sent solitary nodules. 

III. Multiple nodules in the skin are more 
likely to be associated with some general dis- 
turbance, as leukemia, leprosy, or metastasis. A 
not uncommon site for metastatic nodules from 
a breast cancer is the scalp. A kidney carcinoma 
may produce a metastatic node at entrance of the 
nostril or of an auricle. 

IV. Occasionally the dermatologist can assist 
in detection of internal malignancies. 

Acanthosis nigricans which gives rise to dark 
colored areas (most commonly in the axillae) 
with closely set vegetative papules, appearing 
first in adult life should call for a general cancer 
survey in the patient. 

Chronic intractable pruritis is sometimes asso- 
ciated with internal malignancy, particularly 
with Hodgkin’s disease and in the pre-mycotic 
stage of mycosis fungoides. 

V. Kaposi's idiopathic hemorrhabic sarcoma 
may present numerous nodules, but usually be- 
gins as a solitary, dark-colored papule, or as a 
darkened area of lichenified (leathery) skin. The 
pigment here is from blood; and although in 
some lesions the color may be very black, it is 
not due to melanin and the biopsy gives a clear 
differentiation. Kaposi's sarcoma may involve 
any site on the skin, but its beginning is usually 
on the lower legs and feet. 

There are other tumors of the skin that occa- 
sionally confront the dermatologist, as glomus 
tumor, dermatofibroma protuberans, but the pre- 
ceding lists embrace the more common lesions 
seen by him. 


Precancerous Dermatoses 


Some sticklers for terminology refute this term 
and contend that there is no such thing; that a 
cancer is a cancer from the beginning. Re- 
gardless, it is a good term because it puts us on 
a guard in detecting early cancers. Precancer- 
ous dermatoses include any scarring process that 
is associated with deficient blood supply, as seen 
from burns, lupus erythematosus, etc. 

Also included in this group are some of the 
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atrophying conditions, as lichen sclerosis et atro- 
phicus of the vagina. 

The most common of the precancerous con- 
ditions commonly seen by the dermatologist are 
the keratoses. 

The seborrheic keratoses have a waxy crust, 
frequently an uneven surface and a velvety feel. 
The soft crust peels off with curettage easily; the 
infiltration is not deep in the corium. Although 
the histological picture is gruesome, it rarely 
degenerates into an epithelioma, and when it 
does, the lesion is of the basal cell type and 
remains local indefinitely. 

The keratosis that is pre-malignant is dubbed 
the senile or sunlight keratosis. This is more 
common on the face or back of the hand. It 
is in greater preponderance in the Southwest 
where the sunlight is more intense than in more 
northern climates. We, in Texas, have another 
brag here as we claim to have more sunlight 
keratoses than any other place. 

Phillips (of Temple, Texas) and others have 
shown the increased incidence of skin cancer 
among people of outdoor occupations in Texas. 
In a study of 1,294 carcinomata, 358 were in 
the farmer type of individual. 

These lesions vary in size from pinhead to 
fingernail size. They have a rough, dry sur- 
face. When curetted off they bleed easily. Be- 
fore they degenerate into a carcinoma, they 
become an infiltrated plaque. Preceding the 
formation of a keratosis, they may be a tender, 
red spot with a thin keratin layer long before 
the stage of hyperkeratosis. When they de- 
generate into malignancy, the type is the squa- 
mous cell type. 

The dermatologist plays a big role in cancer 
prevention by eradicating keratoses. Experience 
and training guide him as to their successful 
management. To do a biopsy on every one is 
unnecessary, but the discoid, thickened, long- 
standing ones should be dealt with as malig- 
nant unless proved otherwise. 

A common form of hyperkeratosis (which be- 
longs in this group of pre-malignant lesions) is 
leucoplakia of the lip. It may be present or 
recurrent for a long time before becoming can- 
cerous. It should be mentioned, however, that 
lip cancer is not always preceded by leucop- 
lakia. Another characteristic of its early be- 
ginning is a small patch of dyskeratosis (which 
term alludes to an irregular formation of kera- 
tin) in which the surface layer is thinner than 





ARIZONA’ MEDICINE 





265 


normal and frequently cracks or becomes eroded. 

Factors favoring malignancy genesis of the 
lip, besides sunlight, are the heat from smok- 
ing, or burning with the hot coffee cup. Also, 
it is not uncommon for a cancer of the lip 
to appear on the scars of herpes simplex. (It 
should be mentioned here that sunburn frequent- 
ly precipitates herpes simplex). It is my pro- 
found conviction that the tars from tobacco in 
the saliva act in a photodynamic way to accen- 
tuate sunlight irritation. 

The dermatologist has a big responsibility in 
cancer prevention and cure. He has been criti- 
cized many times for his lackadaisical attitude 
toward this problem, or for ineffective treat- 
ments given when he was the first doctor to 
handle the case. This criticism prevailed more 
in the past than it does now. His treatments are 
now more effective, the responsibility is felt 
more, and his diagnostic acumen is better than 
it was a decade or two ago. His follow-up 
study is more thorough. He not infrequently 
picks up the failures of treatments given by 
others, and is in a position to detect such and 
guide the patient toward more effective treat- 
ment. 

One of the best illustrations of what skin 
cancer will do is portrayed in the work of Dr. 
Fred Mohs in his chemo-surgery. As you prob- 
ably know, he shaves off the escharotic tissue 
produced by the chemical and stains each layer 
as it is removerd. By progressively removing 
the cancer cells he traces the pseudo-pods until 
the are all removed. This fractional removal of 
cancer shows so clearly what the growth will 
do if allowed to progress. It also illustrates why 
recurrences occur at the depth or borders of a 
lesion that is insufficiently eradicated by the 
doctor who first treats the lesion. 

It is not my purpose here to discuss treatment 
of skin cancer. There are many ways of treat- 
ing it. The primary objective is to eradicate it. 
So any treatment that cures a cancer is good 
treatment. Many times, factors come up that 
call for a particular treatment such as, location 
of the cancer, age of patient, hospitalization, 
costs, travel, accessibility to a doctor particu- 
larly skilled in one line of treatment, etc. 

The treatment many times has to be influenced 
by all exigencies, but never should anything less 
than total eradication of the lesion be done. An 
axiom in regard to selection of treatment should 
be: “Never send a boy to do a man’s work.” 
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THE PHYSICAL CIRCUMSTANCES OF 
AUTO-PEDESTRIAN COLLISIONS 
By William W. Harper 


INTRODUCTION 


Tx auto-pedestrian collision continues to be 
one of the persistent problems in the traffic acci- 
dent field. For the past 10 years pedestrian 
fatalities have been approximately 8,000 an- 
nually, with injuries running well over 100,000. 
Poliomyelitis, by comparison, was a smaller prob- 
lem with roughly 3,500 deaths and only 14,000 
crippling disabilities each year. Unlike car 
occupants, whose injuries can be curtailed with 
safety belts and other devices, pedestrians have 
little chance of surviving, without injuries, im- 
pacts with vehicles having kinetic energies meas- 
ured in thousands of foot pounds. But not only 
do pedestrians suffer from these tragedies. Each 
year thousands of drivers suffer from psycholog- 
ical shock, financial hardship and police action 
which frequently follows. 

As with other types of collisions, efforts to 
remedy the problem have been based essentially 
on enforcement, engineering and education. 
There can be little doubt that these efforts were 
largely responsible for the dramatic decline from 
the 15,500 pedestrian deaths in 1937 to the pre- 
sent level. The fact, however, that the pedes- 
trian morbidity curve has maintained. a flat 
plateau since 1948 is strong evidence that these 
combined efforts are not adequate to bring about 
further improvement. 

The purpose of this paper is to stimulate inter- 
est in a more realistic evaluation of the auto- 
pedestrian relationship. In particular, it will 
discuss the complex physical ciscumstances con- 
fronting the driver involved in these collisions 
and it will show the great need for re-orienting 
the pedestrian relative to his own safety. 

Comparative Energies 

The enormous disparity between the kinetic 
energies of motor vehicles and pedestrians must 
be given first consideration. The kinetic energy 
of any moving object is a function of the product 
of its weight (mass) and the square of its speed. 
A 3,500 pound passenger car, traveling 25 miles 
per hour, has a kinetic energy of roughly 72,000 
foot pounds. By contrast, a 150 pound pedes- 
trian, walking at three miles per hour, develops 
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only 45 foot pounds. Car energies may be as 
much as 1,000 to 3,000 times greater than the 
energies of walking or even running pedestrians. 
The very low energies of pedestrians, combined 
with the kinematics of the human body, account 
for the fact that they can stop in very brief inter- 
vals of time and distance. Because of high ener- 
gies, motor vehicles require great distances for 
stopping. 

Even at five miles per hour, when a car will 
develop 2,900 foot pounds, the energy is far 
above the lethal threshold. Tests(1) have shown 
that ‘skull fractures or serious brain damage may 
result at energies of only 50 foot pounds. This 
level can be reached by impacting the head 
against a hard pavement after being knocked 
down by a slow moving car. 

In spite of these circumstances, adult pedes- 
trians saunter carelessly across streets and high- 
ways. Parents thoughtlessly permit children to 
play on or near a roadway packed with tre- 
mendous destructive energy. Some day we must 
learn that thoroughfares accommodating motor 
vehicles are high energy domains where pedes- 
trians have no guaranteed rights except sudden 
death. 

These energy considerations alone cast grave 
doubt on the wisdom of giving pedestrians the 
right of way under any conditions when they 
enter upon a roadway where vehicles are in mo- 
tion. 


The Collision Zone 


Our concept of a motor vehicle stems largely 
from its static appearance. The front terminates 
in a bumper, beyond which there is no visible 
evidence of potential danger. Dynamically, how- 
ever, the front projects an invisible danger area 
to great distances ahead as the vehicle moves 
forward. This danger area can be called the 
collision zone, for within it most traffic accidents 
develop. The collision zone is that area ahead 
of a moving vehicle, in which the vehicle, upon 
making an emergency stop, will inevitably col- 
lide with any object remaining within. This zone 
may be considered just as rigidly affixed to the 
car as the front bumper. 

Figure 1 gives a table of collision zone data 
for five typical speeds. The lengths given in- 
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clude reaction and braking distance, based re- 
spectively upon 0.75 second reaction time and 
60 per cent effective braking. These distances 
increase significantly when the roadway is wet 
or covered with sleet, snow, sand or wet mud. 

The areas are based on a car width of six 
feet. At any point within these areas a pedes- 
trian may receive fatal injuries. Within a col- 
lision zone a car is actually out of control. It 
cannot be stopped at any point short of the end 
of the zone. Furthermore, in the case of the 
usual four-wheel locked skid, its direction can- 
not be appreciably altered. 

The critical distances listed show how close 
a pedestrian can be to an approaching car and 
barely make a safe transit across the car's path. 
This assumes an average walking speed of three 
miles per hour, or 4.5 feet per second. An in- 
terval of 1.33 second is thus required for a 
pedestrian to cross the zone. The critical dis- 
tance also defines the position of the front of 
the car 1.33 second after an emergency brake 
application is made. 

The maximum stay time shows approximately 
how long a pedestrian may remain in the far 
or stopping end of the zone without being 
struck. In other words, if a pedestrian remains 
in the end of a collision zone for any period of 
time greater than the maximum values shown, 
he will be struck regardless of the intentions or 
actions of a driver. If he attempts crossing at 
a closer distance to the car, the safe stay time 
will be correspondingly less. These data show 
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the great rapidity with which these collisions 
develop. 

It is evident that a driver is confronted with 
circumstances over which he has no control 
when he finds a pedestrian approaching or al- 
ready in his collision zone. Although he may 
be aware that the law demands, under certain 
conditions, that he must yield the right of way, 
there is only one course of action which he can 
follow, namely: prevent the wheels from turn- 
ing by means of the brakes and let the weight 
of the car drag it to a stop. Meanwhile, the 
pedestrian may be either dead or seriously in- 
jured. 

The problem of preventing these collisions is 
relatively simple for the pedestrian. Unless in- 
toxicated, he is not confronted with loss of con- 
trol. His low speed and energy permit him to 
stop within a time interval of not over 0.5 second 
and in a distance of not over one to two feet. He 
not only can stop abruptly; he can usually jump 
forward, backward or sideways. 

With these circumstances in mind, prosecution 
of a driver based on right of way violation seems 
vague and arbitrary. If a driver is traveling at 
a legal or prudent speed, what physical quan- 
tity decides whether the right of way of a pedes- 
trian has been violated? The answer that the 
pedestrian was in a cross-walk is dogmatic. It 
has, however, been the basis of numerous prose- 
cutions. Whether recognized by law or not, 
it must be conceded that the car, not the driver, 
usurps the right of way until it stops at the end 





COLLISION ZONE DATA 








AREA 
Sq. Ft. 


LENGTH 
Feet 


SPEED 
MPH 


-'MAXIMUM 
STAY TIME 


CRITICAL: 
DISTANCE 








10 16.5 99 


16 Feet 1.50 Sec. 





20. 44.5 


36 Feet . 2.25 Sec. 





40 134 


75. Feet 3.80 Sec. 





60 266 


114 Feet . 5.30 Sec. 











153 Feet 


6.85 Sec.* 
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of the collision zone. In reality, a pedestrian 
who has walked into the collision zone of a car 
traveling at any speed, has violated the natural 
right of way of the car. Once this is understood 
by pedestrians, fewer will become traffic cas- 
ualties. 


Visibility Considerations 


Vision plays a key role in the prevention of 
all collisions. The eye is the terminal receptor 
which triggers-off those responses necessary for 
evasive action. With reference to auto-pedes- 
trian collisions, limitations imposed upon driver 
vision are not shared by the pedestrian. Where- 
as a driver is confronted with many obstacles in 
visually detecting a pedestrian; a pedestrian has 
little or no problem in detecting an approach- 
ing vehicle. The disparity here is not unlike 
that pointed out in connection with their relative 
energies. 

Forgetting automobiles for the moment, view- 
ing a pedestrian at 200 feet develops only an 
inconspicuous image on the retina. At this dis- 
tance he subtends a visual angle of roughly 1.5 
degrees. This is only twice the size of the angle 
of acute or foveal vision. Taking into considera- 
tion all the possible variations of lighting and 
contrast, a pedestrian at such a distance can 
easily escape detection. During twilight and 
darkness, a very low contrast ratio may add 
further complication. Pedestrians in dark cloth- 
ing against a dark background may give con- 
trast ratios below the minimum threshold re- 
quired for detection. The glare of on-coming 
headlights may also be a disturbing factor. 

The viewing distance of 200 feet has been 
chosen since it represents a distance at which 
an auto-pedistrian collision may have its in- 
ception. At typical car speeds this distance 
may be traversed in from three to six seconds. If 
the pedestrian is not almost immediately detect- 
ed, he may be within the collision zone before 
the driver can react. 

Additional limitations of vision arise when a 
driver is seated behind the windshield of his 
car. The windshield and its supporting struc- 
ture adversely affect visibility. The windshield 
corner post at the driver's side may cause a 10 
foot blind space at a distance of 100 feet, or 
a 20 foot blind space at 200 feet. Somewhat 
smaller blind spaces are formed to the right, 
since the corner post is at a greater distance 
from the driver’s eyes. These spaces are mov- 
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ing ahead, as well as laterally toward the car’s 


._path, as the car moves forward. They are of 


such dimension that a pedestrian can be con- 
cealed from view until he is in close proximity 
to the collision zone. Some improvement has 
been brought about in this problem by the 
design of wrap-around windshields. 

In night driving too much reliance is placed 
upon headlights. Even a beam of high candle 
power may fail to make a pedestrian visible un 
der certain conditions. A pedestrian does not 
emit light; he merely reflects it from his clothing 
If the clothing is dark the amount of light re 
flected to the eyes of the driver may be very 
small. Unless the contrast with the background 
is sufficient he may not be immediately visible 
Adding to the difficulty are multiple moving re- 
flections and shadows which may mask a pedes- 
trian for brief intervals. 

That the brain may be confused with what 
the eyes see is well known. As an example of 
this, Figure 2 illustrates how confusion can arise 
under the most simple conditions. As you view 
this figure, do you see a vase or the profiles 
of two faces? Under the complex optical condi- 
tions existing at night, the image of a pedes 
trian on the retina may not be immediately 
identified by the brain. 





FIG.2 


The most serious handicap placed on driver 


vision in recent years is the tinted windshield. 
With the hope of reducing sun glare and interior 
car temperatures, the transmittance of light 
through these windshields has been reduced to 
such an extent that night visibility distances 
have been significantly shortened. Haber(2) 
has shown that visibility distances may be re- 
duced by as much as 30 to 45 per cent by tinted 
glass. This means that if the contrast threshold 
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for a pedestrian in dark clothing against:a dark 
background is reached at a distance of 150 
feet with a clear windshield; the pedestrian may 
not be detected until the car approaches to 
within 100 feet if it has a tinted windshield. The 
consequence of this loss in visibility is evident 
from the table in Figure 1. At 40 miles per 
hour the collision zone has a length of approxi- 
mately 134 feet. With a clear windshield, a 
lriver could detect a pedestrian under adverse 
lighting and contrast conditions at 150 feet and 
ivoid collision. The tinted windshield, how- 
ever, giving a visibility distance of only 100 
feet, might permit the pedestrian to enter the 
collision zone before detection. 

It has also been shown by Blackwell(3) that 
tinted windshields produce similar reductions in 
visibility distances under twilight conditions, 
when headlights are not in operation. 


Relative Motion 

Another factor contributing to some auto- 
pedestrian collisions, and bearing directly on 
pedestrian visibility, is relative motion. Refer- 
ring to Figure 3, assume that a car (C) (eye 
point of driver) and a pedestrian (P) will 
collide at a certain point (O). 

Assume further that car and pedestrian are 
traveling at uniform velocities, so that the dis- 
tances (CO) and (PO) will be covered in 
equal time. Under these conditions the ratio 
of pedestrian velocity to car velocity remains 
constant as they both approach (O) and the 
viewing angle (A) will also be constant. In 
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other words, thé point (p)-in the windshield 
(WW) through which the pedestrian is seen 
(or should be seen) by the driver will neither 
recede from, nor move farther into, the wind- 
shield. Furthermore, if the relative velocities 
and distances are such that the line of vision 
(CP) happens to be cut off by the windshield 
corner post, the driver is unable to see the 
pedestrian until he is at close range. 


Even with some deviation from this constant 
ratio of velocities,.a pedestrian may be momen- 
tarily obscured during the early phase of the 
car's approach. 


At night time, even without corner post ob- 
scurement, relative motion may cause visibility 
impairment. Assuming that acute driver vision 
is concentrated principally in the direction of 
travel (CO), the image of a pedestrian will fall 
on the extra-foveal region of the retina. This 
region, lacking in acute vision, may fail to de- 
tect a low contrast and relatively stationary 
image of a pedestrian. If recognition is delayed 
in this manner for a few tenths of a second, both 
pedestrian and driver may be in serious trouble. 


It is believed that relative motion, in com- 
bination with corner post obscurement, is respon- 
sible for many auto-pedestrian collisions at low 
speed and close range. Pedestrians too fre- 
quently assume that since a car is so visible to 
them at close range, the driver is able to see 
them equally well. Unfortunately there is no 
reciprocal relationship in driver versus pedes- 
trian visibility. 
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Timing Considerations 

Skidmarks frequently lead to information re- 
garding time relationships in these collisions. By 
this means the positions of car and pedestrian a 
few seconds prior to impact can be estimated. 

Assume a typical situation as shown in Figure 
4, in which a pedestrian has been struck in a 
cross-walk. Assume further the following cir- 
cumstances: 

(1) The pedestrian had an unrestricted view 

of the approaching car. 

(2) The pedestrian was crossing from right to 

left across the car’s path. 

(3) The impact was in the region of the 

right front headlamp of the car. 

(4) The point of impact was located by phy- 

sical evidence and/or eye witnesses. 

(5) Skidmarks were present and the car stop- 

ped at the end of the skidmarks. 

From the length of the skidmarks the mini- 
mum speed of the car is determined. With 
this speed value, the approximate reaction point 
of the driver is located. It is then possible to 
determine the time interval between the moment 
the driver. first saw the pedestrian and the mo- 
ment of impact. 

For illustration, say this time interval is 3.0 
seconds. Where was the pedestrian 3.0 seconds 
prior to impact? At the average walking rate 
of 4.5 feet per second he was 13.5 feet from 
impact when first seen by the driver. Figure 
4 shows the situation as it must have existed 
just 3.0 seconds prior to impact. 

The pedestrian had at least 3.0 seconds, or 
13.5 feet, in which to stop, but he requires only 


April, 1958 


a fraction of a second, or a few feet at the most 
Why did he continue? Perhaps he didn’t look, 
or seeing the car out of the corner of his eye, he 
assumed that the law would require the car to 
stop. At least it can be said that either he 
blundered or committeed suicide. 

These timing considerations, and the skid 
marks upon which they are based, give mute 
evidence in many cases that drivers see pedes- 
trians before the pedestrians see the cars which 
strike them. 


Auditory Considerations 

Sound may provide an ideal early warning 
system for pedestrians with average hearing. 
Being essentially non-directional, as compared 
with vision, sound from an approaching car 
serves as a signal to make a visual inspection. 
There are limitations, of course, in heavy traffic. 

Sounds emanating from vehicles include those 
from engine exhaust, rolling of tires, air dis- 
turbances (at high speed ), and, of course, horns. 
These integrated sounds may be heard by pedes- 
trians at distances of several hundred feet. The 
sound from skidding tires, usually quite audible, 
frequently gives a danger signal which arrives 
too late. At customary car speeds this type of 
warning precedes impact by only 1 to 4 seconds. 

Here again there is a great disparity in circum- 
stances which favor the pedestrian. A driver 
receives no sound warning of the approach of a 
pedestrian to his path. 


Injury Potential of Cars 


There is some controversy concerning the in- 
jury potential of external ornamentation. It is 
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believed by some authorities that since impact 
energies are so great in most auto-pedestrian 
collisions, little can be gained from the removal 
of these external protuberances which have great 
sales values. This reasoning is not entirely ap- 
pealing. Many victims do survive these im- 
pacts, even though they receive compound frac- 
tures of extremities and extensive internal in- 
juries. Those who unfortunately suffer head 
impacts against so-called radiator or hood orna- 
ments frequently succumb. 

Statistical data are not available on this sub- 
ject. The Crash Injury Research program at 
Cornell has not encompassed this phase. No 
correlation studies have been made to show the 
relationship between pedestrian injuries and the 
mechanical features of cars. We have merely 
noted that pedestrians are injured and killed 
in these encounters without pin-pointing the 
details. Counting the number of victims of an 
epidemic, however, sheds no information help- 
ful in possible prevention. 

It is known that when the head strikes a small 
rigid protuberance, a skull fracture may result 
at impact energies as low as four to eight foot 
pounds(1). It is also obvious that the probability 
of a pedestrian being struck by a protuberance 
increases with the number of protuberances. 

Older cars customarily carried one radiator 
ornament. More than a few pedestrians, who 
might have survived impact with the bumper 
and grill, were fatally injured by these single 
ornaments. Most of the new cars, of which 
Figure 5 is an example, now carry many addi- 
tional protuberances. Two hood ornaments are 
common. Similar ornaments are found above 
the headlamps on some models. Additionally, 
almost all headlamps and signal lamps are pro- 
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vided with rigid projecting visors. These fea- 
tures multiply the probability of inflicting seri- 
ous injuries. 

While car manufacturers have decreased the 
injury potential of car interiors by providing 
crash pads and removing radio knobs and other 
projections, they apparently have declared war 
on pedestrians. There is practically no area of 
the front of a modern car without some type of 
deadly fang. 

Little has been done to counteract these haz- 
ards. In this connection, it is interesting to note 
that one vehicle code carries the following 
section: “— no person shall sell any new motor 
vehicle nor shall any person operate any motor 
vehicle sold as a new motor vehicle in this state 
— which is equipped with a radiator cap or 
radiator ornament upon the top thereof which 
extends or protrudes to the front of the face of 
the radiator grill of such a motor vehicle.” 

The purpose of this section is not entirely 
clear. It is assumed that a reduction in injury 
potential of the front of a vehicle is intended. 
If this is the case, legislators who formulated 
this section failed to take into account that the 
human body is well articulated and quite flex- 
ible. At the moment of impact with a car, it 
may whip over the front hood with complete 
pliability. Indentations from the head, in some 
cases, are found far back on the hood or cowl. 
Any projection at any point is dangerous. 

Although the number of pedestrians who suffer 
fatal injuries from striking external ornaments 
may be relatively small percentage-wise, each 
life saved is important. 


Maneuverability and Right of Way 
We come now to the problem of right of way 
between pedestrians and vehicles. Advertise- 
ments have practically convinced us that since 
cars have great power, acceleration and speed, 
they also have great maneuverability. Nothing 
could be farther from the truth. A car cannot 
be stopped quickly. It cannot be turned quickly 
without rolling over. In all emergency situations 
it is extremely sluggish. By contrast, the human 
body is a very highly maneuverable machine. It 
has built-in radar (vision) and sonar (hearing) 
capable of providing very rapid muscular re- 
sponse. Maneuvering times and distances are 
almost infinitesimal. 
Since the beginning of organized travel, it has 
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been logical for more maneuverable machines to 
yield the right of way to less maneuverable. At 
sea, motor powered vessels yield to sailing ves- 
sels. In the air, airplanes and rotorcraft give 
way to airships, gliders and ballons; airships 
give way to gliders and balloons; and finally 
gliders give way to balloons. In other words, a 
machine must give way to another of a different 
type which is less maneuverable and unable to 
take effective action to avoid collision. This 
fundamental logic seems to have been lost in 
dealing with the auto-pedestrian problem. 

Years ago had pedestrians learned to give way 
to cars and to stop, look and listen, as they have 
done for trains, many lives would have been 
saved. Pedestrian right of way laws may be 
with us for many years, but meanwhile, unless 
pedestrians give way to motor vehicles, this 
needless carnage will continue. 

Laws on pedestrian right of way are based 
mainly on emotion rather than fact. They have 
been conceived with the thought of champion- 
ing the weak over the strong. They ignore that 
the automobile is the helpless one. Laws such 
as these, which attempt to bypass physical real- 
ity, are of doubtful value. 


Conclusion 


Further reduction in auto-pedestrian collisions 
can come only from a general recognition and 
acceptance of the physical circumstances in- 
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volved. Intensified educational efforts must be 
made to enlighten pedestrians (and all drivers 
are occasionally pedestrians) relative to the phy- 
sical facts which can spare them injury or death 

Pedestrians must learn that vehicles are dead- 
ly, high energy objects. They must also learn 
that every vehicle in motion carries a collision 
zone which expands with speed; and should 
they enter such a zone at the wrong time, o 
dwell in one for more than a brief interval, in- 
jury or death is almost certain regardless of 
the actions of the driver. They must also recog- 
nize the visibility limitations of drivers. 


Car manufacturers should be encouraged to 
provide windshields of the highest possible light 
transmittance. They should also contribute to 
pedestrian safety by reducing the injury poten. 
tial of external ornamentation. Dangerous orna- 
mentation should be abolished by uniform fraffic 
legislation. 


The language of pedestrian right of way laws 
should be reconsidered, having in mind that the 
laws of physics dominate all collisions. 

Finally, the integrated patterns of these col- 
lisions lead to one simple conclusion: The only 
time a pedestrian can safely exercise his right 
of way is after vehicles have stopped, not before. 
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By J. N. Roney, Extension Entomologist 


Agricultural Extension Service, University of Arizona 


| N the lower elevations of Arizona, the brown 
dog tick has become a very troublesome pest 
of dogs and a nuisance to homeowners. The 
ticks infest the dog, then in turn the lawn and 
the home. When it gets into the home, that is 
when the trouble starts to mount. 

The brown dog tick is a very interesting 
creature. It is different from most ticks, espe- 
cially the American dog tick. With the Amer- 
ican dog tick, a rodent is necessary for the tick 
to complete its life cycle, while the dog itself 
is the only pest necessary for the brown dog 
tick to complete a life cycle. 

The life cycle of the tick is as follows — the 
egg; the seed tick or larvae; the nymph; and 
the adult. 

The eggs are laid in groups of from 1,000 to 
3,000, either in the grass or cracks in the soil, or 
in the house. The eggs will hatch in anywhere 
from 19 to 60 days into active six-legged seed 
ticks. 

When opportunity offers itself, the seed tick 
attaches itself to the dog and fills itself with 
blood. This usually takes from three to six 
days. These blood-filled seed ticks are of a 
bluish color, and about the size of Number 8 
shot. When fully engorged, these seed ticks 
drop from the dog and hide in cracks, or in the 
grass or shrubs. In from six to 23-days they shed 
their skins and become eight-legged, reddish- 
brown nymphs. 

After a few days of inactivity, the nymphs 
attach themselves to a dog — if one is available. 
They, too, fill themselves with blood in usually 


.dark gray. 


At this time they are 
oval, about the size of Number 5 shot, and 


from four to nine days. 


These nymphs leave the dog, hide 
away, and shed their skins. This happens be- 
tween 12 and 29 days. 

They are now adult females and males of a 
reddish-brown color and very active when dis- 
turbed. 

If a dog comes near, they will again attach 
themselves to the dog and start filling themselves 
on blood. This occurs in from 6 to 50 days. 
They then drop off as full-grown ticks about % 
inch in length and of a bluish-gray color. 

Adults may live as much as 200 days, in hid- 
ing, without any food. 

In controlling the dog tick, first the yard and 
the home should be cleaned up before starting 
on the dog. Using a dust, either 10 per cent 
chlordane or 2 per cent dieldrin, thoroughly dust 
the entire yard, especially in high grass, at the 
base of all shrubs, and wherever the dog has 
a tendency to lie around. Dusts work much bet- 
ter than sprays. For a normal-sized city lot, three 
to four pounds of dust is usually sufficient. It 
may be applied with a puff-type hand duster, or 
by sprinkling out of a can. 

In the house, any good fly spray, sprayed on 
the ticks, will control them. 


In controlling the ticks on the dog, any 
dog tick material purchased at a pet shop or 
drug store may be used, and good results se- 
cured. Do not use any material on the dog 
until you have first cleaned up the ticks in the 
yard or in the home. 
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General Session Ceremonies 


MacBryde — Modern Diagnosis and Treatment of Hyper- 
thyroidism. 


Pollack — Thyroid and Thyroid Cancer. 


Nolan — The Cytology and Treatment of Carcinoma of the 
Cervix. 


Question and Answer Period 

Intermission 
Loeb — Therapy of Leukemia. 
Del Regato — The Treatment of Carcinoma of the Skin. 
Byars — Chronic Ulceration of the Skin. 

Question and Answer Period 

Specialty Luncheons 
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Clinical Shock — 47 min. 
Fractures — 33 min. 


Social Hour 
Friday — May 2 


Elkins — Surgical Management of Hydrocephalus. 


Byars — Treatment of Peripheral-Vascular Abnormalities of 
Congenital Origin. 


Deamer — Some Problems Presented by Normal Puberty. 
MacBryde — Problems in Growth and Sex Development. 
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Del Regato — The Role of Radiotherapy in the Treatment of 
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Byars — Surgical Treatment of Cancer of the Mouth. 
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1. Pediatrics and Allergy — Deamer. 
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Management and Mismanagement of Breech Presentation 
19% min. 


The Doctor Defendant — 30 min. 
Cancer Society Film (title to be announced ) 
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Saturday — May 3 


House of Delegates. 


Nolan — Carcinoma of the Corpus Uteri. 

Deamer — Respiratory Allergy and Environmental Control. 
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Intermission 


Griffith — The Theories Regarding the Prevention and Manage- 
ment of Atherosclerosis. 


Loeb — Medical Indications for Splenectomy. 


Griffith — The Physician’s Responsibility to the Patient with 
Heart Disease. 


Question and Answer Period. 


Golf Tournament. 
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Louis T. Byars, M.D. 


CURRICULUM VITAE 
Louis T. Byars, M.D. 


Dr. Byars graduated from Washington Univer- 
sity School of Medicine in 1932, and since that 
time has been associated with Dr. Vilray P. Blair 
and Dr. J. B. Brown. He is associate professor 
of Clinical Surgery at Washington University 
School of Medicine, the Area Consultant of Plas- 
tic Surgery for the Veterans Administration. He 
is President Elect (1957-1958) for the American 
Society of Plastic and Reconstructive Surgery. 
At present he is President of the St. Louis Sur- 
gical Society and most recently was elected to 
the Board of Regents of the American College of 
Surgeons. He is a founder of the American 
Board of Plastic Surgery and has served as Sec- 
retary, Vice President and President of that 
group. 


THE TREATMENT OF CHRONIC 
ULCERATIONS 


An understanding of normal repair processes 
is necessary to manage properly any ulceration 
which does not heal or where healing cannot be 
maintained. Even though the original cause of 
such an ulceration may be due to varicose veins, 
or other circulatory insufficiency, the persistence 
of the ulceration may not be due to this factor 
and when the etiological condition is corrected 
or alleviated, it is still necessary to do something 
more to obtain solid healing. The treatment of 
chronic ulcerations due to various causes is out- 
lined, both as to preparation of the area and 
repair. 


TREATMENT OF PERIPHERAL-VASCULAR 
ABNORMALITIES OF CONGENITAL 
ORIGIN 

The classification of hemangiomas is very con- 
fused in the literature so that different authors 
may use the same descriptive term in refer- 
ring to lesions that are actually not related. The 
treatment is equally confused. An effort is made 
to clarify the classification by illustrating the 
gross lesion along with its behavior pattern and 
miscroscopic appearance. These malformations 
are frequently of a mixed nature and under cer- 
tain circumstances a member of any class of 
hemangioma may prove dangerous. An effort 
is made to relate the treatment to the pathology 
and anatomy, with special emphases on arterio- 
venous fistulae. 

SURGICAL TREATMENT OF CANCER 
OF THE MOUTH 

The application of an adequate operation in 
the treatment of malignancies originating in the 
mouth and their metastases is actually rather 
recent as far as widespread practice is concerned. 
Although surgery has been used in the treat- 
ment of these lesions for many years, in certain 
centers the majority of such patients have prob- 
ably been treated with radiation. In many con- 
ditions, surgery is definitely superior in its end 
results. An effort is made to present the indi- 
cations for surgery and to present basic surgical 
techniques. 





Juan A. del Reguto, M.D. 


CURRICULUM VITAE 
Juan Angel del Regato, M.D. 
Dr. Regato was born 1909 in Cuba, naturalized 
as an American citizen in 1941. At present he 
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is director of Penrose Cancer Hospital in Colo- 
rado Springs, Colorado and serves as the Asso- 
ciate Professor of Clinical Radiology at the Uni- 
versity of Colorado. He is consultant to the 
Los Alamos Medical Center and a member of the 
Committee on International Affairs of the Amer- 
ican College of Radiology. He is Secretary of 
the International Club of Radiologists. Most of 
his medical training was received at the Uni- 
versity of Paris, graduating there in 1937. Fol- 
lowing this, he worked at the Curie Foundation, 
the Chicago Tumor Institute, Warwick Cancer 
Clinic, National Cancer Institute, the Ellis Fis- 
chel Cancer Hospital and now at the Penrose 
Cancer Hospital. 


THE TREATMENT OF CARCINOMA OF 
THE SKIN 


J. A. del Regato, M.D. 
Colorado Springs, Colo. 


Carcinoma of the skin can easily be treated 
by an excision biopsy when they are small and 
are so situated as to make the excision simple 
and expeditious without undesirable esthetic 
consequences. Certain lesions like those situated 
on the dorsum of the hands are better managed 
by wide excision and graft. 

Many carcinomas of the skin, in particular 
those developing on the eyelids, ears, and on the 
skin of the nose, are better managed by adequate 
irradiation which contributes a high percentage 
of control and the best possible esthetic result. 
Advanced lesions having recurred after repeated 
inadequate treatment can only be managed by 
radiotherapy. Additional radiotherapy requires 
adaptation to the special circumstances of each 
case for best results. 


THE ROLE OF RADIOTHERAPY IN THE 
TREATMENT OF CANCER OF THE BREAST 


J. A. del Regato, M.D. 
Colorado Springs, Colo. 


Radiotherapy plays a secondary role in the 
curative treatment of cancer of the breast. Post- 
operative radiotherapy is widely practiced in 
an effort to add to the patient’s chances of con- 
trol by radical mastectomy depending on the 
findings after operation. This is advisable since 
it can do no harm. The author favors the radia- 
tion of the internal mammary chain and the su- 
praclavicular region. 

The great proportion of patients who are not 
eligible for mastectomies and the additional 
number who present local or regional recurrences 
as well as distant metastases require an impor- 
tant participation by the radiotherapist in the 
palliative management of the patient. 
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William C. Deamer, M.D. 


CURRCULUM VITAE 
Willim C. Deamer, M.D. 
William C. Deamer graduated from the Uni- 
versity of California Medical School in 1923. 
His pediatric training was at Bellevue Hospital 
in New York, Yale, and later in Vienna. He 
is Professor of Pediatrics at the University of 
California School of Medicine and Chairman of 
that department. He is a member of the Amer- 
ican Pediatric Society, the Society for Pediatric 
Research, and the American Academy of Pedia- 
trics. 
RESPIRATORY ALLERGY AND 
ENVIRONMENTAL CONTROL 
Allergic rhinitis and asthma are very common 
problems in childhood and later life. They fre- 
quently masquerade as upper and lower res- 
piratory tract infection. In the etiology of these 
conditions how important is the environment? 
In comparison with other factors such as bacter- 
ial, food, climatic or emotional etiology, what 
is the relative importance of the patient's phy- 
sical home environment? Since attempts at en- 
vironmental control are admittedly incomplete 
and partial, why not rely on desensitization and 
drugs instead? These questions will be dealt 
with in this paper. 
SOME PROBLEMS PRESENTED BY 
NORMAL PUBERTY 
The growth of boys and girls at puberty is 
not identical for the two sexes and very marked 
individual variations occur as well. This situa- 
tion makes for many problems for child, parent, 
and physician. The tall early maturing girl and 
the short late maturing boy frequently have 
problems based on their unusual growth pattern. 
The obese so-called “Froelich-type” boy is often 
thought to have an endocrine abnormality. These 
and similar problems will be discussed. 
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George C. Griffith, M.D. 


GEORGE CUPP GRIFFITH, M.D. 

Graduate of Jefferson Medical College in 1926, 
interning at Presbyterian Hospital, Philadelphia 
1926-28, preceptee, Graduate School of Medicine, 
Philadelphia 1929-33, and attending Harvard 
Postgraduate School of Medicine 1931-33, Doc- 
tor George Cupp Griffith was assistant professor 
of cardiology, Graduate Hospital, Philadelphia, 
1929-46; Clinical professor of medicine, Univer- 
sity of Southern California, 1946-50; Professor of 
medicine, cardiology, University of Southern 
California, 1950 to date. During the years 1928 
to 1950 he received many important appoint- 
ments including the institutions Presbyterian 
Hospital, Graduate Hospital, Babies Hospital, 
Women’s Hospital, Douglas Hospital, all of Phila- 
delphia; Home for Incurables, Philadelphia; Los 
Angeles County Hospital, Birmingham VA Hos- 
pital, San Antonio Community Hospital, Good 
Hope Hospital Association, St. Luke Hospital, 
Long Beach VA Hospital, Huntington Memorial 
Hospital, Good Samaritan Hosiptal, all of Cali- 
fornia; Trustee, Juniata College, Huntington, 
Pennsylvania; Medical advisor to the Pennsyl- 
vania Railroad; Civilian expert to the Surgeon 
General, McCornack Hospital, California; Con- 
sultant in Rheumatic Fever, Board of Public 
Health, State of California; Consultant, State 
of California Department of Public Education, 
Bureau of Rehabilitation; Member of the Board 
of Consultant Editors, Journal of Insurance Me- 
dicine; Chairman of the Health and Hospital 
Committee, Pasadena Chamber of Commerce; 
President, California Heart Association; and 
member of the Editorial Board of the Journal 
of American Geriatrics Society. Doctor Griffith 
is also a member of a large number of medical 
societies and associations. 


April, 1958 


SUMMARIES OF DR. GRIFFITH’S PAPERS 

On atherosclerosis: 

Conditions of the arterial wall predispose cer- 
tain areas to disease while other areas escape 
Damage to the arterial wall, deposits of fat in 
injured wall areas and at bends and bifurcations 
of the vessel, and intramural hemorrhage at the 
site of injury all contribute to the atherosclero- 
tic process. Programs of medical management 
must include: the correction of concurrent dis 
ease processes which influence atheromatosis: 
regulation of stress; a diet low in fat and carbo- 
hydrates; use of special agents to lower blood 
fats — especial post-prandial hyperlipemia; and 
the proper use of anticoagulants. 

On the physician’s responsibility: 

What is the physician’s responsibility to the 
patient with heart disease? First, to provide a 
working diagnosis to be used in management o! 
the patient’s condition (if an absolute diagnosis 
is not possible); second, to see that the patient 
gets full advantage of the best medical and sur- 
gical treatment, no matter what his financial 
status; third, to know where to go for outside 
help if necessary; and fourth, to be a real friend 
to the patient. 


Virgil Loeb, Jr., M.D. 


VIRGIL LOEB, JR., M.D. 


Washington University School of Medicine, 
M.D. Sept., 1944. 

Assistant Professor of Clinical Medicine; As- 
sistant Professor of Pathology, W. U.; Director 
of Laboratories and School of Medical Tech- 
nology, Barnes Hospital, July 1952 to present. 

Society Memberships: American Board of In- 
ternal Medicine, American Federation for Clini- 
cal Research, International Society of Hema- 
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tology, Sigma XI, American College of Phy- 


sicians, American Association of Blood Banks, 
American Society of Clinical Pathologists (As- 
sociate ). 


CURRENT TREATMENT OF LEUKEMIA 
AND THE LYMPHOMAS 

The management of patients with malignant 
blood dyscrasias resolves itself essentially into 
accurate diagnosis and judicious selection of a 
therapeutic regimen. The indications for the use 
of specific chemotherapeutic agents and irradia- 
tion will be discussed and emphasis will be 
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placed upon total patient care with respect to 
avoiding complications of the disease and _ its 
treatment. 


MEDICAL INDICATIONS FOR 
SPLENECTOMY 

Techniques are currently available which help 
provide a rational approach to the selection of 
patients for splenectomy. Recognition of secon- 
dary “dyssplenism” will be emphasized and in- 
dications for removal of the lei in the man- 
agement of hematologic problems will be dis- 
cussed. 





FOGARTY PROPOSES WHITE 
HOUSE CONFERENCE ON AGING 
THIS YEAR 


Rep JOHN Fogarty (D., R.I.), a leading con- 
gressional figure in health matters, wants con- 
gress to enact a bill that would provide for a 
broad-scale White House conference on aging. 
It would be called by the President and would 
be held before Dec. 31 of this year. Subjects 
to be discussed by representatives of federal and 
private agencies concerned with the aged would 
include medical care and research, housing and 
retirement income. The bill (HR 9822) also 
authorizes assistance to the states to help them 
conduct similar conferences prior to the White 
House meeting. 

Mr. Fogarty says it would be the first such 
conference. Associates report that the idea for 
the bill was stimulated by a conference called 
by Governor Roberts of Rhode Island last fall, 
and that Mr. Forgarty has been in close contact 
with the department of health, education and 
welfare on the subject. 

The Rhode Island congressman, who also is 
chairman of the appropriations sub-committee 
on health, told congress that up to now the 
greatest output on problems of the aged had 
been words and that the time is here for action, 
through “the best brains we have working on 
these problems.” He made this further observa- 
tion: 

“The congress has done a great deal in the 
past to provide income security and health fa- 
cilities and other programs to help other people, 
and I am sure we shall have to do more. Yet I 
firmly believe that the major part of the re- 
sponsibility will always lie and must always 
lie with the states and the communities.” He 
said that in some countries with an older popu- 
lation similar to that in the U. S., not a single 





hospital has been built since the end of the 
war and that there are even empty beds in 
mental hospitals. “Why are we in this country 
asking for huge appropriations to build more 
mental hospitals for our older people?” he asked. 
Mr. Fogarty suggested that part of the answer 
may be more home care instead of hospital 
care. 


PHS CONTRACTS FOR CANCER 
CHEMICAL TESTS 


p UBLIC health service has contracted with an- 
other organization, the Battelle Memorial Insti- 
tute of Columbus, Ohio, to test chemicals and 
antibiotic filtrates as possible agents for use 
against cancer. The contract for $229,481 is 
similar to other contracts now in effect with 
seven other laboratories, institutes and founda- 
tions. In the Battelle contract, chemicals and 
filtrates will be used against three forms of can- 
cer in mice — leukemia, breast cancer and tumors 
of the connective tissues. In addition, the Bat- 
telle staff will try to develop improved methods 
for testing compounds and will perform toxicity 
tests on antibiotic culture filtrates. 


RHEUMATOID ARTHRITIS: A Definition of the Disease and 
a Clinical a Based On a Numerical Study of 293 
tro 


by Charles L. Short, M.D., Walter Brauer, M.D., and William E. 
inci, M.D. 480 pages. (1957) Harvard University Press. $7. 


Rheumatoid arthritis is seen as an independ- 
ent, chronic, inflammatory entity of unknown 
etiology. Systemic in nature, it is characterized 
by the manner in which joints are involved. The 
clinical description, both cross sectional and 
longitudinal, is based on studies of an extensive 
series of carefully observed and diagnosed pa- 
tients. The authors are at Harvard. 


Stacey’s Medical Books, San Francisco, California. 
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“Jie ‘Presiden ts Page 


I. HAS BEEN THE THOUGHT OF THE PRESIDENT TO REPRESENT ALL OF YOU 
AT ALL TIMES. TO THIS END, IN MY OWN WAY, I HAVE TRIED TO POINT OUT IN 
THIS PAGE PERTINENT POINTS OF INTEREST TO YOU. 


SOME MAY HAVE THOUGHT THAT I WAS TOO OUT-SPOKEN IN MY CRITICISM 
OF HOSPITALS, BOTH LOCAL AND NATIONAL. IN THIS, I WAS BRINGING TO YOUR 
ATTENTION THE TRENDS. 


I HAVE URGED THAT THE COUNTY SOCIETIES DEVELOP FEE SCHEDULES. TO 
DATE I CAN NOT REPORT ANY SOCIETY ADOPTING A SCHEDULE, ALTHOUGH 
I BELIEVE YUMA COUNTY DOES HAVE A SCHEDULE. 


ANY PROGRESS OF THE SOCIETY IS DUE TO THE INTEREST, CO-OPERATION AND 
HARD WORK OF THE COMMITTEES AND CHAIRMEN. I WISH TO THANK ALL 
OF THEM FOR THEIR HELP AND EFFORTS THIS PAST YEAR. YOU WILL GET A 
GOOD IDEA OF THE ENORMOUS AMOUNT OF WORK THEY DO BY READING 
THEIR ANNUAL REPORTS. 


THE COUNCIL HAS BEEN MOST COOPERATIVE AND DILIGENT IN ATTENDING 
MEETINGS. I URGE THAT THE MID-WINTER MEETING BE CONTINUED AS IT IS 
MOST HELPFUL TO THE LEGISLATIVE COMMITTEE. 


I WANT TO THANK MR. CARPENTER AND HIS STAFF FOR THEIR EXCELLENT 
COOPERATION AT ALL TIMES. THEY HAVE KEPT ME INFORMED BY COPIES OF 
CORRESPONDENCE AND TELEPHONE CALLS OF EVERYTHING THAT IS HAPPEN- 
ING IN THE CENTRAL OFFICE. 


I HAVE KNOWN YOUR INCOMING PRESIDENT FOR MANY YEARS. HE WILL BE 
AN EXCELLENT PRESIDENT, FAR BETTER THAN I COULD EVER BE. 


I AGAIN THANK YOU FOR THE PRIVILEGE AND HONOR OF SERVING AS YOUR 
PRESIDENT FOR THE YEAR 1957-58. 


ATTEND THE ANNUAL MEETING AT CHANDLER APRIL 30, MAY 1, 2 AND 8. 


C. C. CRAIG, M.D. 
PRESIDENT ARIZONA MEDICAL ASS'N. INC. 
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CONTRIBUTORS 

The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules must be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English, especially with 
regard to construction, diction, spelling, and punctuation. 

2. Be guided by the general rules of medical writing as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. 

8. Be brief, even while being thorough and complete. Avoid 
unnecessary words. Try to limit the article to 1500 words. 

Read and re-read the manuscript several times to cor- 
rect it, especially for spelling and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Articles for publication should have been read before 
a controversial body, e.g., a hospital staff meeting, or a 
county medical society meeting. 

7. Exclusive Publication—Articles are accepted for publi- 
cation on condition that they are contributed solely to this 
Journal. Ordinarily contributors will be notifed_ within 60 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

8. Illustrations — Ordinarily publication of 2 or 3 illustra- 
tions accompanying an article will be paid for by Arizona 
Medicine. Any number beyond this will have to be paid for 
by the author. 

9. Reprints — Reprints must be paid for by the author 
at established standard rates. 

The Editor is always ready, willing, and happy to help 
in any way possible. 











(The Opinions expressed in original contributions do not neces- 
sarily express the opinion of the Editorial Board.) 


THE COST OF MEDICAL 
EDUCATION 


Benecat. education comes high! The average 
cost of educating a medical student for one year 
averages $3,000-$3,500. The average tiution fees 
are $720 for resident students and $918 for non- 
resident students per annum. In 1956-57 there 
were 29,130 undergraduate students in our 82 
approved medical schools. In addition, all medi- 
cal faculties carried responsibilities for teaching 
62,964 other than undergraduate medical stu- 
dents (dental, pharmacy, nursing, technical, arts 
and science majors, candidates for advanced de- 
grees, internes, residents, fellows, postgraduate 
students, etc) This is a function of medical 
schools frequently overlooked by those not fa- 
miliar with these other than undergraduate medi- 
cal student teaching activities. 

In 1957, the approved medical schools re- 
ported 331 unfilled, budgeted, full-time faculty 
positions. One hundred and forty-four of these 
were in the basic medical science departments, 
and 187 were in clinical faculty positions. The 
difficulties in finding qualified faculty person- 
nel pose serious educational problems. Competi- 
tion from industry, private practice, inadequate 
financial support, etc., all play roles. 

The State of Arizona will someday be ready 
to support the heavy tax load that the establish- 
ment and maintenance of a top flight four-year 
medical school entails. It is obvious, however, 
that we must settle for no less than one of the 
best equipped, best staffed institutions in the 
United States. —H. W. K. 


MEDICAL SCHOOL? 


a recent months, there has been con- 
siderable discussion in regard to the advisabil- 
ity and desirability of establishing a medical 
school in Arizona. The question has come be- 


fore members of the state legislature. It has 
been considered at length by members of the 
Arizona Medical Association. There have been 
discussions with the administrators of the Ari- 
zona State College at Tempe and the University 
of Arizona at Tucson. The Arizona Medical 
Educational Foundation has been organized. 
Probably, most of this work is not premature 
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and must be under advisement. But, it is pre- 
mature to contemplate establishing a medical 
school in Arizona within the near future. 


If a medical school is established, it must be 
a good one. Overall experience seems to dictate 
that a four-year school will become a necessity 
because of the integration of the two preclinical 
and clinical years. This is an expensive develop- 
ment. 


Various authorities have indicated that a state 
is not able to support a medical school until its 
population is approximately two million people. 
One must question our ability to support an 
additional school. Our present taxation is high. 
We are offering our educators an inadequate 
stipend. This salary level must be raised. A 
step that is urgent now, but which will be even 
more demanding within three years. At that 
time it is contemplated a large wave of students 
will enter our colleges, and with it of course, a 
great demand for teachers. There is no ques- 
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tion that this will be so great that unless we raise 
their present salary levels, we will lose our edu- 
cators in droves. 


Therefore, it would seem the advisable and 
immedate step is to bolster our present educa- 
tional program, rather than to contemplate ex- 
panding our system to include a medical school 
whether it be a two or four year school. This 
consideration of the overall educational program 
must come foremost, and we must not allow a 
minority to prematurely force through a medical 
school in Arizona. 


Our present population, the contemplated 
growth, the present tax structure, the needs of 
the overall education system prohibits the estab- 
lishment of a medical school at the present time. 
If and when that time arises, there is little ques- 
tion that our institutions of higher learning will 
be ready to meet the demand that will be placed 
upon them. 





HB 100 


An amendment to Sec. 25-103.01 was intro- 
duced Jan. 22, 1958, as HB 100. The effect of 
this amendment, if it becomes law, will depend 
upon legal interpretation. However, the phrase- 
ology of this amendment suggests strongly that 
it would permit issuance of marriage licenses to 
standard serological test “negative” individuals 
without procurement of a certificate issued by a 
physician. The proposed amendment seems to 
be based upon an erroneous assumption that 
the Wasserman (or Kahn, or Kline, etc.) “nega- 
tive” individual cannot have detectible and com- 
municable syhpilis. One wonders if the next 
step might not be introduction of an amendment 
providing that the individual having a “positive” 
test reaction shall not be issued a marriage li- 
cense. We know, of course, that the laboratory 
report is not diagnostic; that it merely provides 
one bit of a jig-saw puzzle, others parts of the 
puzzle being various items of information which 


must be collected by the clinician. Isn't it de- 
sirable that we share this knowledge with our 
law-makers? 

By legal interpretation, the key phrase in the 
unamended statute is “such examination—as may 
be necessary for the discovery of syphilis.” 
Equally important is the requirement that the 
certificate which permits issuance of a marriage 
license must state that “the person either is not 
infected with syphilis, or if so infected, is not 
in a state of that disease which is or may be- 
come communicable to the marital partner.” 
There are few diseases capable of causing as 
many variable sign-symptom complexes as syphi- 
lis. Accordingly, the examination required is 
such that it should ordinarily reveal (and some- 
times identify) disease other than syphilis if 
such disease is present. In practice, then, the 
present law can be effective—as effective as 
aggregate diagnostic acumen will permit it to 
be. HB 100 is apparently designed to destory 
must of this effectiveness. —R. H. F. 
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FROM EDITOR’S NOTEBOOK 


CARDIAC ARREST 


( ARDIAC arrest was first reported in January, 
1848. A fifteen year old girl was given chloro- 
form for the removal of a toenail. Cardiac arrest 
developed. The patient expired prior to surgery 
being performed. 


This is not an uncommon problem. Statistics 
are variable. The average is about one death 
from cardiac arrest during the administration of 
3,000 anesthetics. In the poor anesthetic risk pa- 
tient, the ratio is one in one thousand, while in 
the good risk patient, it is one in five thousand. 
These figures seem relatively high, and yet, a 
check of some of our local hospitals reveals a 
rate of one in seven thousand. 


If we are correct in assuming that approxi- 
mately ten million surgical procedures are per- 
formed each year in the United States, and con- 
sidering the above ratio, one would be forced to 
assume that there would be ten thousand deaths 
per year in the United States from “cardiac ar- 
rest”. The reports in the literature do not bear out 


this rather appalling number of deaths from this 
problem. 


If, however, the above figures are correct, ther? 
deaths from this cause are increasing. An in- 
crease not only with an increased number of pro- 
cedures being performed, but a percentage in- 
crease. This is probably due to the wider scope 
of surgery being performed. That is, the greater 
number of chest, vascular and geriatric cases 
coming to surgery. Possibly, the use of a greater 
number of anesthetic agents plays a role, but this 
seems to be debatable. Certainly, a greater num- 
ber of depressing drugs are used in the pre- 
anesthetic medication, and this may play a role. 


The etiology of this problem remains ques- 
tionable. There are numerous factors involved. 
Foremost is hypoxia of the myocardium. (2) 
hypoxia of the central nervous system. (3) An 
increased CO, level in the lungs and respiratory 
acidosis. (4) Electrolyte imbalance. (5) Ex- 
cessive vagal stimulation. (6) In some there is 
an overdose of anesthetic agents. (7) A hypo- 
volemia of blood or a patient in chronic shock 
before surgery starts. 


The role of the anesthetist — He must order 
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adequate sedation and not over sedate the pa- 
tient. The sedation must be to the point to allay 
fear prior to surgery. At the time of surgery 
there must be an unhurried induction, a gentle 
intubation and upon the completion of surgery, 
no prolonged aspiration or tracheal toilet. This 
latter factor is a very real hazard. It has been 
noted on a number of occasions as the cause for 
cardiac arrest. Adrenalin is occasionally ad- 
ministered by the anesthetist and may, at times, 
be implicated as a cause for fibrillation. How- 
ever, it is rarely used, so hardly seems to be a 
great factor in the cause of this complication of 


surgery. 


With the development of cardiac arrest the 
anesthetist must immediately notify the surgeon 
upon the disappearance of pulse, and blood pres- 
sure. He should deliver 100% oxygen imme- 
diately with the bag and mask for breathing. 
Then the surgeon should be asked to check 
various pulses, such as the aortic. If endo- 
tracheal intubation is feasible it should be car- 
ried out. The anesthetist should watch the time 
and notify the surgeon when 3 minutes are past 
and, of course, immediately upon the detect- 
tion of an absent pulse and blood pressure, order 
the drug tray, sterile instrument pack and the 
defibrillator. 


The role of the surgeon — Initially there must 
be an adequate study and preparation of the 
patient. At the time of survery there should be 
no effort to force the anesthesiologist to carry 
out his procedures in haste. There must be gen- 
tleness, hemostasis and asepsis. Local anesthetic 
block may cut down the need of a great amount 
of general anesthetic. In chest work the lungs 
should be frequently expanded and _ bronchial 
leaks limited, if present. The diaphram should 
not be excessively depressed. And most im- 
portant, the surgeon should not demand extreme 
positions to facilitate exposure. These add to 
the danger of air embolism and, of course, there 
is always a fall in blood pressure whenever the 
patient is turned. While haste is not recom- 
mended, there is a definite increase in the 
danger of cardiac arrest with an increase in the 
length of the operation and the associated in- 
creased length of anesthesia. 


With the development of cardiac arrest and 
a notification by the anesthetist that the pulse, 
and blood pressure are no longer obtainable, the 
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sitiichockd markedly higher blood levels 
containing cither the. corresponding 
hydrochloride alone. In addition, the 
derived from the tetracycline base or 
etracycline base were higher than those pro- 
the corresponding hydrochloride though 


wer than those resulting from the mixture contain-. 


ing the base and sodium metaphosphate. In the study 
chlortetracycline® capsules containing a mixture 
of the hydrochloride and sodium metaphosphate wer 
also included in the crossover, and the average levels 
produced by these capsules were the same as with the 
mixture of chlortetracycline base with sodium meta- 
phosphate. 

Although the enhancement of blood levels of tetra- 
cycline by phosphate, either complexed to the tetra- 
cycline or mixed with the base or the hydrochloride, 
thus seemed fairly well established, some doubts still 
remained because certain reliable observers (includ- 
ing many whose results have not been published) 
failed to confirm the findings with the materials and 
methods they used. Further confusion seemed to be 
added by a subsequent report of Welch et al.,’ who, 
in repeating a crossover study with capsules of tetra- 
cycline phosphate complex and tetracycline _b-dre/ 
chloride with and without sodi-w-" ~~~" 


pits foup ' a 
LY . 


Mentioned i report of Welch 

Mese data were based on thoroughly con- 

trolled studies both in rats* and in man® and include 

additional findings that serve to explain, fairly con- 

clusively, the various discrepancies that have been 
mentioned. 

The experiments in rats* were carried out to study 
the effects of citric acid, dicalcium phosphate, sodium 
metaphosphate, food, oil and sorbitol on the serum 
antibacterial activity produced by the administration 
of tetracycline hydrochloride or tetracycline base. 
Citric acid administered in equal weight with tetra- 
cycline hydrochloride gave the highest concentrations 
of all the preparations studied. No enhancing effect 
was obtained from citric acid when given with tetra- 
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niles Sia: Dicaleium phosphate and food resu ted 
in lower, and sodium metaphosphate in higher, se: um 
antibacterial activity than was observed in their ab. 
sence. Oil and sorbitol did not interfere with te ra 
cycline absorption. 

Dicalcium phosphate is widely used as a fille: in 
various capsules, including those of the tetracycli es, 
The authors cite a large number of other studies that 
implicate the presence of calcium ions as the caus: of 
the reduced absorption of tetracyclines and show ‘hat 
citric acid can partially neutralize this effect. ‘he 
depressing effect of food on the serum levels of te'ra- 
cycline is likewise explained by the goodly amoun: of 
minerals contained in commercial laboratory diets, 
and they postulate that the multivalent cations nay 
be responsible for the poorer absorption of the drug. 
The authors could not explain. the failure of citric 
acid to enhance serum concentrations when admin- 
istered with tetracycline base in contrast to its marked 
effect when given as the hydrochloride. However, 
they hypothesized that the ability of citric acid to 
enhance serum levels of tetrar -‘ine. *<« -c* So its 
ability to form compley=< en 


F he 
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ne hydt : 
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tetr acycliness 


F indicates that in their study the capsiiles 
ine hydrochloride, chlortetracycline hydro- 


PP chloride and tetracycline phosphate complex all con- 
tained dicalcium phosphate as a filler, whereas the 


capsules containing citric acid and sodium hexamcta- 
phosphate did not contain any dicaicium phosphate. 
This could clearly explain the discrepancies noted in 
that study. Likewise, the inconsistencies in other 
studies may very well have been due to the presence 
of calcium as fillers in some of the capsules and not 
in others. 

This, however, fails to explain the most recent find- 
ings of Welch and Wright,’® who compared the ab- 
sorption of three capsules, each contairing 250 mg. of 
oxytetracycline hydrochloride — one without any 2d- 
juvant, one with 250 mg. of citric acid and the third 
with 380 mg. of sodium hexarnetaphosphate; no other 


filler was contained in any of these capsules. In triple 
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surgeon should perform an immediate thoraco- 
tomy through the 4th or 5th inter space on the 
left, starting cardiac compression at the rate of 
50 to 60 times per minute. If there is evidence 
that there has been excessive vagal stimulation, 
atropine in doses of grains 1/50 in 10 cc. of nor- 
mal saline should be injected directly into the 
ventricular cavity. This is to be followed by 
Calcium Chloride if necessary, 6-10 cc. in 10% 
solution, directly into the left ventricle. This in 
turn to be followed by Epinephrine, 1 cc. in 
1 to 1,000 strength and administered in 10 cc. 
of normal saline directly into the left ventricle. 
As a last resort, Isopropylnorephinephrine is to 
be given in .02 — .04 mgm. diluted in 10 cc. nor- 
mal saline into the left ventricle. 


The surgeon in the presence of ventricular 
fibrillation should bring about cardiac compres- 
sion as above at the rate of 50 to 60 times a 
minute. Electro-shock should be given directly 
to the heart, 2 amp., 110-130 V, 0.1-0.5 sec. and, 
’ if necessary, serial shock can be given over 5-6 
stimuli. Procaine Hydrocholride, 10 cc. in a 1% 
solution to be injected directly into the left ven- 
tricle. If asystole or weak contractions occur 
after defrillation or the administration of Pro- 
caine, given Calcium Cholride, 2-4 cc. in a 10% 
solution or Epinephrine 1 cc in 1:1000 solution in 
10 cc of normal saline giving both of these drugs 
cautiously into the left ventricle. 


The surgeon, in addition to doing above, for 
cardiac standstill, or ventricular fibrillation 
should place the patient in Trendelenburg posi- 
tion, and administer intravenous fluids or blood. 


Monitors have been used during surgery. They 
are helpful but are no substitute for alert per- 
sonnel. The monitors will differentiate between 
(1) cardiac standstill, (2) ventricular fibrilla- 
tion, (3) peripheral vascular collapse. To do 
this, it must be oscilloscope and this is an ex- 
pensive instrument. 


It is extremely important that in addition to 
the above procedures to be carried out by the 
surgeon, he should be present during the entire 
period of anesthesia. This means the period of 
induction and the period of extubation. He must 
be available to do a thoracotomy. 


The warning signs of impending cardiac ar- 
rest are those signs of shock, sweating, pallor 
and cyanosis with alterations in the cardio-res- 
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piratory pattern, in a patient with an unexplained 
hypotension. The obvious signs of cardiac ar- 
rest are: (1) gasping or absent respiration, (2) 
no pulse, (3) no blood pressure, (4) pupils ar: 
dilated and without reaction to light, (5) a 
cyanotic mottling of the skin. 


The treatment of cardiac arrest as outlined 
above is urgent. There is a 3% to 4 minute 
limit during which cardiac functions must be re- 
established. If cardiac message is effectively es- 
tablished within 4 minutes, 96% of the patients 
will survive the period of cardiac arrest. How- 
ever, if there is a delay greater than 4 minutes 
only 4% of the patients will survive. The pa- 


tients that have a period of cardiac arrest be- 
yond 8% minutes and up to 7 minutes of anoxia 
will develop phychic disturbances of various 
types, dementia and decerebration. If more than 
8 minutes of anoxia pass, there is no survival. 


The thoracotomy should be carried out di- 
rectly through the drapes that are already in 
place. No indirect approach will suffice. There 
should be no effort to obtain a prep of the skin 
or consideration of sterile technique. You are 
already dealing with a patient that is in hypoxia 
and possibly anoxia. 


After manual compression of the heart is 
started it should be continued as long as the 
pulse can be maintained and the patient ap- 
pears to be oxygenated. Recovery has been re- 
ported after as long as 6-8 hours of continued 
artificial circulation. 


Drugs to be used in cardiac arrest — the fol- 
lowing three are to be used intravenously. 


1. Neosynpherine, 2 mg. or .2 of a cc. 20-80 


mg/1000 cc. of glucose. 


2. Atropine, 1 mg. of 1/60th of a grain. This 
is a drug that is probably used inadequately. It 
protects against vagal stimulation but it is a 
limited stimulation for its duration of action 
is no longer than 90 minutes. It is usually effec- 
tive within 15 to 30 minutes of administration 
but in 90 minutes it should be repeated. 


3. Levophed — 0.02% directly intra-cardiac — 
8 mg/1000 cc in the intravenous solution. 


The following drugs are to be used as intra- 
cardiac or directly into the left ventricle: 


1. Epinephrine, 1 to 1,000. Various doses have 
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CHEMOTHERAPY PLUS FLORA CONTROL 


e / Destroys Vaginal Parasites 


Floraquin 


Protects Vaginal Mucosa 


Vaginal discharge is one of the most com- 
mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Déderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favors re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 

This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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been recommended. Beck encourages the use 
of 1 to5 cc. However, Bjork has recommended 
as much as 10 cc. 
2. Calcium Chloride, 5 cc of a 10% solution. 
3. Procaine Hydrochloride, 1% for persistent 
fibrillation. 
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In the presence of fibrillation, electro-shock 
stimuli should be administered prior to the use 
of procaine for the procaine will cause depres 
sion of the cardiac mulsculature, the use of th« 
procaine being limited to the cases where you 


are unable to electrically defibrillate. 
D.W.N. 
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Medical History 


SKETCHES OF A FEW FAMOUS 
AMERICAN PHYSICIAN - 
LEGISLATORS 


Bounc the troubled years from 1810 to 1849 
—the War of 1812, the struggle for expansion, 
the Mexican War, the early political skirmishes 
over slavery—there were at least eight and 
usually 12 to 18 doctors in congress. In the fol- 
lowing few sessions of congress, the years lead- 
ing up to the Civil War, the profession also was 
well represented, having from seven to 15 of its 
members in the house or senate. During the 
Civil War, although a high percentage of the 
doctors were with the armies, between five and 
seven usually were seated in Washington. 

These statistics may be important, but they 
show nothing at all about what these men were 
like as men, or what impelled them into the 
turmoil of national politics. In subsequent para- 
graphs some of them will be described in other 
connections—as state governors, as military line 
officers, as physician-legislators who also made 
unusual contributions. Below are brief sketches 
of a few not otherwise described in this report 
who were outstanding: 

Matthew Thornton, a contemporary of Dr. 
Bartlett and the third signer of the Declaration 
of Independence, was a colonel in the New 
Hampshire troops almost 30 years before the 
Revolutionary War. Massive physically as well 
as mentally, he is said to have had “black and 
penetrating eyes and an invincibly grave ex- 
pression.” After one session of the Continental 
congress, he was appointed to his state’s supreme 
court and thereafter did not practice medicine. 
One example of his mental capacity: when past 
80 years of age, he wrote a metaphysical treatise. 

Lyman Hall, another signer of the Declara- 
tion, was born in Connecticut, graduated from 
Yale, then migrated to St. John’s Parish on the 
Georgia Coast, where he gathered around him 
a colony of intellectuals and independents. 
When he arrived at the Continental congress in 
1775, John Adams described him as “intelligent 
and spirited: ... . made a powerful addition to 
our phalanx.” Like Dr. Bartlett and most of 
the others, he suffered for his views. His home 
was burned by the British in 1778. Later, as 


governor of Georgia, he helped to found the 
University of Georgia. Throughout his career 
he practiced medicine while also prospering as 
a rice planter. 

Benjamin Rush of Pennsylvania, another prac- 
ticing physician who signed the Declaration, 
was easily the most famous American physician 
and medical teacher of his generation. Dr. Rush 
was a rugged character, brash and bold in de- 
bate and in conduct. His correspondence was 
so indiscrete—he feuded violently with Wash- 
ington, among others—that his family kept his 
private papers secret until recent years. He 
was a confidant of all the important men of 
his age in political life. It was to him that Jef- 
ferson wrote the famous line: “I have sworn 
upon the altar of God eternal hostility against 
every form of tyranny over the mind of man.” 

William Shippen of Pennsylvania was a mem- 
ber of the Continental congress and a dedicated 
physician all his life, one of the founders of the 
College of Philadelphia (later University of 
Pennsylvania) and of the College of New Jer- 
sey (later Princeton). 

Samuel Holten of Massachusetts, a friend of 
the Revolution from the beginning, held many 
state posts, and was a member of provincial 
congress, of the committee of safety and at one 
time president pro tempore of Continental con- 
gress; later a judge. 

David Ramsey of South Carolina, where he 
moved from Philadelphia, was an army surgeon 
during the Revolution. Captured at the fall of 
Charleston, he was imprisoned by British for 11 
months. Later, a member of Continental con- 
gress and at one time its president pro tempore, 
he instituted the first election contest ever filed 
before congress. 

John Condit of New Jersey, was twice ap- 
pointed and twice elected to the U.S. senate 
and several times elected to the house. A 
founder and trustee of Orange Academy, he was 
an army surgeon during the Revolution. 

Samuel L. Mitchell of New York, served as 
representative or senator from 1800 to 1813. He 
was medical editor and professor of natural his- 
tory and botany and materia medica in the New 
York College of Physicians and Surgeons. 

Westel Willoughby Jr. of New York, was 
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state judge, member of the state assembly and 
president of Western New York College of Phy- 
sicians and Surgeons. He was an army surgeon 
(1812) before election to the U.S. house. He 
founded the town of Willoughby, Ohio, and 
Willoughby College (now part of Syracuse Uni- 
versity ). 

Royal S. Copeland of New York, perhaps best 
known of the modern physician-senators, en- 
tered political life as mayor of Ann Arbor, Mich.., 
1901-1903, and on moving to New York City, 
served as public health commissioner for five 
years. He was elected to the senate in 1922 
and served until his death in 1938. 


13 PHYSICIAN-CONGRESSMEN 
ALSO WERE GOVERNORS 


Among the 359 doctors who have reached 
congress, there are scores who, the records show, 
thirved on political combat. All their lives they 
were active in state and local politics and gov- 
ernment, as well as national. They were sheriffs, 
judges, state legislators, state and national com- 
mitteemen. Records we have studied are evi- 
dence that at least 13 of these men — doctors 
elected to Washington — also became state or 
territorial governors at one time or another. 


One of the most colorful must have been Dr. 
James W. Throckmorton of Texas, who served 
in the house of representatives after the Civil 
War. He was elected governor of Texas with- 
out much trouble, but was thrown out of office 
on orders of General Sheridan. 

Three states—Alabama, Delaware and Ohio— 
had doctors as their first governors. William 
W. Bidd was Alabama’s first governor, before 
going to congress, where he served both in the 
senate and house. Likewise, Edward Tiffin 
was elected first governor of Ohio in 1803, fol- 
lowing which he went to Washington as a U.S. 
senator. Joshua Clayton, who had one term in 
the U.S. senate at the end of the 18th century, 
was Delaware’s first governor. 

At least two physicians who served in con- 
gress also have been territorial governors. Late 
in his career, William A. Newell was territorial 
governor of Washington, a job that could not 
have been a novelty to him as he had served as 
New Jersey's chief executive between two terms 
in the U.S. senate in the mid-19th century. Dr. 
Newell rounded off his career with an appoint- 
ment as U.S. Indian inspector, starting in 1884. 
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During the Civil War, William Jayne was Da- 
kota Territory governor after sitting two years 
in the U.S. house as a non-voting delegate. 
Other physician-governors who spent some 
time in the U.S. house or senate: John Osborne, 
Wyoming governor 1893-95; William Harrison 
Bissel, Illinois, mid-19th century; Alexander M. 
Dockery, Missouri's governor at end of 19th 
century; William Eustis, who served as U.S. 
minister to The Netherlands; Joseph Kent, 
Maryland’s governor between terms in the U.S. 
house and senate; and Drs. Hall of Georgia and 
Wolcott of Connecticut, mentioned earlier as 
signers of the Declaration of Independence. 


SCORES OF PHYSICIAN-CONGRESSMEN 
ALSO LED TROOPS IN BATTLE 


When the country was young and bursting 
at its seams, doctors, like others, moved from 
one profession or business to another rather 
freely—medicine to law to agriculture then per- 
haps back to medicine. But among doctors in 
national politics, the most popular transition 
was from medicine to military duty as line offi- 
cers, then back again to medicine. This ten- 
dency was pronounced during the Revolution- 
ary War, continued through the War of 1812, 
and was not unusual in the Civil War, even 
though by that time there was a national aware- 
ness of the great value of military surgeons. 

Henry M. Shaw of North Carolina, served 
two terms in the U.S. house of representatives 
before the Civil War. But when the fighting 
started he showed up as a line colonel in the 
Confederate Army and was killed in action near 
New Bern, N.C. 

Similar to his career was that of a contem- 
porary, Graham Fitch of Indiana, who raised 
a regiment of volunteers for the North and led 
the men as colonel until wounds forced his re- 
tirement. A young doctor in Virginia, Robert 
E. Withers, followed the same course; a major 
of infantry, then colonel, finally discharged “in 
consequence of numerous disabling wounds.” 
After the war he served in the senate, founded 
the Lynchburg, Va., News, was named consul 
at Hong Kong. 

A generation earlier, Solon Borland of Arkan- 
sas had done the same thing—practiced medi- 
cine until the fighting started in Mexican and 
Civil Wars, then led troops in battle. His sen- 
ate service came between the wars. Similarly 
John Bratton of South Carolina preferred fight- 
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ing to doctoring; like Dr. Borland he had the 
rank of line brigadier general in the Confederate 
Army. He was a U.S. senator after the recon- 
struction period. 


In view of these cases, it is not unusual that 
two physicians who served in congress also were 
selected as secretary of war. One was Henry 
Dearborn of Massachusetts, line officer in the 
Revolutionary War, secretary of war for eight 
years under Washington, member of congress, 
then senior major general in command of troops 
in the War of 1812. An earlier secretary of war 
for Washington was James McHenry of Mary- 
land, whose Revolutionary War record shows 
him as surgeon, secretary to Washington, mem- 
ber of Lafayette’s staff. He had sat in the Con- 
tinental congress. 


THEY WERE LAWYERS, BOTANISTS, 
ASTRONOMERS, DIPLOMATS, PREACHERS 


In addition to sitting in the U.S. congress, 
doctors had the enthusiasm and capacity for 
many other activities, some unusual. They are 
not easy to catalog. Following are a few words 


about more of them. Unless otherwise indi- 
cated, their congressional service was in the 
house of representatives and during the years 
shown in parentheses: 


John Archer of Maryland (1801-09) received 
the first medical degree issued on the American 
continent. . . . Several combined preaching or 
theology with medicine—John Bull of Missouri 
(1833-35), Oliver Cromwell Comstock of New 
York (1813-19), Luther Jewett of Vermont 
(1815-17), Hugh Williamson of North Carolina 
(1789-93), and Manasseh Cutler of Massachu- 
setts (1801-05). Dr. Cutler also had the time 
to be a lawyer, botanist and astronomer. .. . 
John S. Harrison of Ohio (1853-59) had as good 
a claim on the White House as a man could get 
without being elected to it: he was the son of 
one president and the father of another. The 
first President Harrison, incidentally, studied 
medicine but did not practice. . . . Two doc- 
tors who served in the congress were later 
directors of the U.S. mint, Samuel Moore of 
Pennsylvania (1817-23) and Daniel Sturgeon 
of Pennsylvania (1840-51), and one was U.S. 
treasurer, Thomas T. Tucker of South Carolina 
(1787-88). . . . Alexander Campbell (senate 
1809-13) was vice president of the first Ohio 
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anti-slavery society. . . . Thomes Dunn English 
of New Jersey (1891-95), trained as physician 
and lawyer, neglected both for writing. .. . 
Samuel Fowler of New Jersey (1833-37) is 
recognized as the discoverer of two minerals, 
fowlerite and franklinite. . . . John E. Hutton 
of Missouri (1885-89) practiced law and medi- 
cine at the same time... . / After serving in the 
house, George B. Loring of Massachusetts 
(1877-81) was made U.S. commissioner of agri- 
culture, then minister to Portugal. . . . William 
S. Haymond (1875-77) organized the Central 
Medical College of Indianapolis, after Civil War 
service. . .. Norton S. Townsend of Ohio (1851- 
53) became prominent in scientific agriculture. 
. . . William Darlington of Pennsylvania (1815- 
23) was internationally recognized as a botan- 
ist. . . . Robert B. Vance of North Carolina 
served one term (1823-25), was defeated three 
consecutive times when he tried again, the last 
time with a degree of finality: his successful 
opponent killed him in a duel. 


PHYSICIAN MEMBERS OF THE 
85th CONGRESS 


Walter H. Judd of Minnesota, member of 
house since 1942. Served in field artillery in 
World War I, medical missionary in China 
(1925-31 and 1934-38; just prior to World War 
II staged virtually one-man campaign to arouse 
people of U.S. against Japanese military expan- 
sion. Arthur L. Miller of Nebraska, member of 
the house since 1942. Army reserve surgeon in 
World War I, Mayor of Kimball, Neb., mem- 
ber Nebraska legislature, state health director. 
Ivor D. Fenton of Pennsylvania, member of the 
house since 1939. Army surgeon for 20 months 
in World War I, 11 months overseas. Thomas 
F. Morgan of Pennsylvania, member of the 
house since 1944. Maintains practice at Fred- 
ericktown, Pa. Will E. Neal of West Virginia, 
member of the house 1952-54, elected again 
for 1957-58. General practice at Huntington, 
W.Va., since 1906, with exception three years 
as mayor. Served in state legislature and in 
various health posts. Antonio Fernos-Isern, 
Puerto Rico’s resident commisisoner in Wash- 
ington since 1946. Cardiologist, professor of 
public health in School of Tropical Medicine 
of Puerto Rico, commissioner of health, and 
acting governor of the island several times prior 
to election to the house. 
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“Topics of Caine Medical Sictevent 


RX., DX., AND DRS. 
Guillermo Osler, M.D. 


= Arizona Heart Association has made a lot 
of solid scientific friends through its recent meet- 
ing. .. . First, they had good speakers. Second, they 
let them speak. Third, they were hospitable, and 
welcomed quite a few who were attracted from 
California. . . . This we hear on good authority 
(Dr. Hoagland of Pasadena, who said these opin- 
ions represented the California guests). 





A couple of years ago, we reported that POOL- 
ED PLASMA lost the hazard of producing SERUM 
HEPATITIS if it were simply stored for six 
months. Hoxworth and Haesler have confirmed 
the work of Allen in this regard, and proved that 
it was safer than whole blood, even when the 
latter had been irradiated. 





The most recent example of “interpretation” 
(which varies according to what portion of the 
elephant you feel) has been seen in the announce- 
ments on the use of diagnostic x-rays for TB and 
Ca case-finding. . . . The Nat’l TB Ass’n sent one 
out, urging precautions, but approving a con- 
siderable use. The USPHS sent one out, but only 
after a press-release interview. . . . You’d never 
know it was the same animal, since someone de- 
cided that it was a warning against the use of 
case-finding films. (Even Arizona Medicine, in the 
January 1958 issue, accepted the negative view 
when it said, “PHS Advises Against Community- 
Wide TB X-Ray Campaigns”). ... A comparison of 
the two reports shows very little difference. They 
both favor x-ray case-finding when indicated; are 
against it when not indicated; and urge a logical 
caution in the technique. .. . It sure put the brake 
on case-finding, though, and sure confused some 
of the public just as the Seal sale began. 





An abstract of an article in. the JAMA (Bu- 
kantz and Aubuchon) has been simply titled. 
“STEROID THERAPY EXTREMELY EFFECTIVE 
IN ALLERGIC DISEASE”. The authors used the 
modern “prednis” drugs on all sorts of allergic 
conditions in children and adults with very good 
results. They watched closely for complications; 
they stopped when they thought wise; and they 
often restarted when the original process was not 
completely resolved. ... Another group at Johns 
Hopkins has surveyed their use of steroids in 
DRUG AND SERUM ALLERGIES. The effects 
were usually good and definitive in “serum sick- 
ness’ (penicillin, et al.). The results were very fine 
for drug allergies, both for prevention and cure, 
but only while the steroid was in use. ... We have 
a strong feeling that this allows use of the drugs, 
and protects the patient, but if the drug is to be 


. infra-red light by the ear... 


continued for long, a program of hyposensitiza- 
tion is necessary. 





Ancther Arizonan has been quoted in the Upjohn 
Scope section, “Questions for Doctors — and An- 
swers.” Dr. Richard B. Johns, a pediatrician in 
Phoenix, gave his opinion on how detail men from 
drug houses could alter their approach. His ideas 
— have them make appointments — have reprints 
available. 





Dr. Jerome Kay, also a pediatrician and also 
from Phoenix, was queried by the same publi- 
cation a few weeks ago: “In what ways could your 
internship or residency training have been im- 
proved to prepare you for the problems of prac- 
tice?” He said that he had been fortunate. How- 
ever, there was too little time to read medical 
journals, and he believes they would have profited 
by a preceptorship. ... (That Upjohn man never 
gets to Tucson, or Douglas, or Prescott, or Yuma?) 





Arizona was mentioned again in the same tab- 
loid when the “explosive outbreak of infectious 
hepatitis” at Chinle was described. There were, 
as you probably know, 325 children at an Indian 
boarding school on the Navajo reservation affect- 
ed. The U. S. Indian Health Field Service whip- 
ped in a team, used quarantine and gamma globu- 
lin. The Arizona and New Mexico health depart- 
ments helped. The attacks were mild, brief, and 
the results were good. 





A few basic items regarding EMPHYSEMA 
turned up this past week. ... The pathology con- 
sists of a permanent dilatation in the alveoli, and 
a loss of elastic tissue. . .. The cause is uncertain. 
since inheritance, infection, allergy, bronchilar ob- 
struction, traction, age, etc., may be involved... . 
The types include local or diffuse areas; senile, ob- 
structive, and compensatory. ... The vital capacity 
test is of little use in deciding its severity, though 
timed vital capacity and maximum breathing capa- 
city tests (with a respirometer) are helpful... . 
CYANOSIS (as shown years ago by Comroe) is 
hard to see with much accuracy. A few hospitals 
(Mayo’s, University of Chicago, Presbyterian of 
Philadelphia, et al.) have developed OXIMETRY 
to check the blood color and oxygen content, us- 
ing a device attached to the ear which continu- 
ously compares the absorption of both red and 
. The difference be- 
tween DYSPNEA resulting from emphysema and 
from a cardiac cause can usually be told by other 
signs, but a method new to this Osler is the use 
of a diuretic, weigh the patient daily; give a 








Vo 











Vol. 15, No. 4 


ARIZONA MEDICINE 





HEAR in CROWDS 


Now, hear twice as well — WITH BOTH EARS 





2-Ear Hearing 
With New MAICO 


Hearing Glasses 
MAICO of PHOENIX 


HEARING SERVICE 


40 W. Monroe — Ph. AL 8-0270 
WE GUARANTEE TO THE DOCTOR AND HIS PATIENT 














WIKLE’S 


Specializing In 
OFFICE SUPPLIES 


22 East Monroe 
Alpine 8-1581 


Phoenix, Arizona 





293 





No more late billing... 











ANDERSON. 
‘scorn: at 























All-Electric hi kk itemized statement 
in 4 seconds... right from your account cards 


No more late billing when you send itemized statements made in just 4 
seconds. With the new THERMO-FAX “‘Secretary” Copying Machine, 
_ nurse or receptionist copies office account cards for only 2¢ per copy. 

is copy és the bill. You save time, simplify your — ...and your 
patients get the itemized statements they want. New All-E 





lectric copy 
maker costs just $299*. Dry process eliminates chemicals or special 
installations "Suggested retasd price. 








HUGHES-C 


1311 N. Central 417 E. 3rd St. 
Phoenix, Arizona Tucson, Arizona 
AL 8-3461 MA 4-4372 

















MEDICAL SUPPLY DIRECTORY 








Arizona Medical Supply Co., Inc. 
Phone MA 3-7581 
1027 E. Broadway — Tucson, Arizona 
Verna E. Yocum, Pres. 


M. O. Kerfoot, Sec. 


George F. Dyer, V. Pres. 














Phone MAC 


Alpin 4-2606 
or 
{ Alpina 2-1573 


in Arizona Since 1920 





“FAST FREE DELIVERY | 


MAC. 














294 ARIZONA MEDICINE 


hypodermic of some mercurial diuretic: and if 
the loss in 24 hours is about three pounds or more, 
the cause is CARDIAC. 





Everybody takes a swat at BCG vaccination 
against TB. The USPHS comes up with a recom- 
mendation for restricted usage which is essentially 
the same as that of the American Trudeau Society 
seven years ago. A logical list, but it was not 
restricted because of inefficiency. . . . The effec- 
tiveness is said by USPHS to be “from 0 to 80 
per cent,” whatever that means... . This Osler be- 
lieves that the best controlled series show good 
protection (3-or-4-to-1 ratio compared with non- 
vaccinated controls). Also, in regard to the per 
cent of “takes”, we can report a recent small series 
of nurses in which 100 per cent had typical re- 
actions at the vaccinated site at 60 days, and 100 
per cent had a positive tuberculin test to PPD 
No. 2. 





HYPNOSIS, which has a number of real diag- 
nostic and therapeutic uses, but which has been 
abused for 100 years, has had a renascence. .. . 
Committees on mental health have roused up and 
passed resolutions concerning its use. Their con- 
clusion, which follows the “In view of —” and the 
“Whereas,” could be guessed beforehand, and is 
quite logical — teaching of the method should be 
under recognized medical and dental auspices. 





Reactions to penicillin are increasing each year 
said Dr. Welch, chief of the food and drug division 
of antibiotics. They made their first survey (1956- 
1957), and found that penicillin was the chief 
cause. The total of 1,072 severe reactions included 
809 anaphylactoid shock, 107 superinfections, 70 
severe dermatoses, 46 blood dyscrasias, and 38 
cases of angioneurotic edema. ... Dr. R. M. Becker 
of Madison, Wis., believe that 200 to 300 deaths 
could be avoided this year by the use of IV 
penicillinase. He reported 46 cases where penicil- 
linase alone had a good effect in about 50 per 
cent. .. . It should be mentioned that in October 
1957 Schenlabs had reported a_purified injectable 
penicillinase called “Neutrapen” which is called 
“specific.” It was not then available, but prob- 
ably is now. Any clinic or hospital or first aid 
department might like to have/need some. 





We again brag of the TB CASE-FINDING PRO- 
GRAM which the VA uses in its 173 hospitals and 
in its regional offices. All patients and employes 
are supposed to have an x-ray of the chest every 
six months, and most of them do. ... Two thou- 
sand (repeat, 2,000) cases of unsuspected TB are 
found a year. It is probable that Dr. Leo Sch- 
neider, current TB control chief, would give a 
cheer for Dr. John Barnwell who originated the 
plan. ... It is interesting to note that the num- 
ber of cases found among employes dropped from 
144 in 1950 to 53 in 1956, and the occurrence 
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among 33.578 newly admitted NP patients was 
410 cases, while among 45,571 patients in resi- 
dence (once surveyed) only 55 were found. This 
suggests an effective program. 





Dr. John Adriani of Charity Hospital in Nev 
Orleans (and once one of Dr. Ralph Water’s boy 
in the pioneer anaesthesia school of the University 
of Wisconsin Hospitals) has reported on the use o 
a new British drug, “Megimide.” It quickly awak 
ens persons in deep coma from overdoses of bar- 
biturates when given by hypodermic. It was suc- 
cessful in 75 per cent, but an overdose can cause 
convulsions. 





AURICULAR INFARCTION was thought to be 
very rare up to 1942 when Cushing, et al., showed 
that it was present in 31 of 182 cases of myo- 
cardial infarction. Ante-mortem diagnosis has 
been rare since then. Kaufman and colleagues of 
Detroit have reported the third such case since 
the first one in 1946. ... Another cardiac situation 
which we believe to be rare but even more often 
unrecognized is CORONARY PAIN FROM PUL- 
MONARY HYPERTENSION. There are a half 
dozen theories as to its cause, but Golden of Los 
Angeles has found that the position of the left 
coronary artery may provide a clue to the symp- 
tom. It leaves the aorta between that vessel and 
the conus of the pulmonary artery. When hyper- 
tension in the latter (from a valve or arteriolar 
source) causes dilatation of the conus, it presses 
against the coronary vessel, narrows it, produces 
ischemia and the resultant pain. They note that 
adrenergic drugs relieve the pain (contrary to 
other coronary lesions), and nitroglycerine, et al., 
make it worse. ... We'll have to find a case before 
we can study it. 





Anaphylaxis is accompanied by the sudden 
presence in the plasma of both serotonin and his 
tamine. It is suggested that both are responsible 
for some of the tissue changes which occur, not- 
ably in the lung. . . . Waalkes and colleagues find 
that serotonin is released from platelets (which ar« 
very scanty at the time), and histamine comes fron 
both platelets and tissues. . . . Some day soon thi: 
here serotonin should be surveyed in a paragrapl 
or two; it is cropping up in too many connection 
to be ignored. 
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JOINTS INVOLVED IN GOUT 
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2. Enlargement of bursae such as in 
this case involving the olecranon 
bursa. 


1, Recurrent joint pain followed by 

long periods of complete remis- 
sion. (Percentages refer to inci- 
dence.) 






















4. Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 
is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 


® BENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


* Urinary excretion of uric acid is approximately doubled. 
* Serum uric acid levels are reduced. 

* Uric acid deposits (tophi) in tissues are mobilized. 

* Formation of new tophi can often be prevented. 
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* Fewer attacks and severity is reduced. 
‘ECOMMENDED DOSAGE: 0.25 Gm. (% tablet) twice daily for Oo) 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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THE ARIZONA MEDICAL 
ASSOCIATION, INC. 
COUNCIL MEETING 


M EETING of Council of The Arizona Medical 
Association, Inc., held Sunday, Jan. 26, 1958, 
Tucson, Ariz., D. W. Melick, M.D., chairman, 
presiding. 
COMMITTEE APPOINTMENTS 

Fee and Contractual Medicine Committee 

It was moved by Doctor Craig, seconded by 
Doctor Edel and unanimously carried that the 
resignation of Doctor Barfoot be received and 
accepted with regret; and Clyde E. Flood, M.D. 
(Mesa), be appointed a member of this fee 
and contractual medicine committee to serve 
during the remainder of the fiscal year 1957-58. 
Safety Committee 

It was moved by Doctor Edel, seconded by 
Doctor Craig and unanimously carried that 
Doctors John A. Eisenbeiss (neurosurgery), 
Alvin L. Swenson (orthopedics), Charles Neu- 
mann (psychiatry), Woodson Young (general 
medicine), and Frederick P. Carriker (oph- 
thalmology), be appointed as additional mem- 
bers to the safety committee for the balance 
of the 1957-58 year. 


FEE AND CONTRACTUAL MEDICINE 
COMMITTEE—REPORT 

The fee and contractual medicine committee 
in meeting held Jan. 5, 1958, discussed panel 
practice of medicine in Arizona which problem 
was precipitated by recent actions of the Argo- 
naut Insurance Company involving employes of 
the Hughes Aircraft Company and members of 
the Pima County Medical Society in Tucson. 
The following recommendations were directed 
referred to council for its further consideration: 

1. That the committee on fee and contractual 
medicine of The Arizona Medical Association, 
Inc., recommends to the council of The Arizona 
Medical Association, Inc., that it ratify the reso- 
lution passed by the house of delegates of the 
American Medical Association in session in 
Philadelphia, Pa., in December 1957, to the 
effect that the 1927 opinion of the judicial coun- 
cil of the American Medical Association was 
re-affirmed with regard to conditions of con- 
tract practice, namely: that “there are many 
conditions under which contract practice is not 
only legitimate and ethical, but in fact the only 
way in which competent medical service can 
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be provided” but that contract practice of medi- 
cine would be determined to be unethical if “a 
reasonable degree of free choice of physician 
is denied those cared for in a community where 
other competent physicians are readily avail- 
able.” 

2. That it be the further recommendation of 
the committee on fee and contractual medicine 
to the council of The Arizona Medical Associa- 
tion, Inc., that the physicians throughout Ari 
zona be apprised that in accordance with thi: 
principle of medical ethics they not join any 
medical program which excludes the other mem 
bers by any given employer. 

Motion was made by Doctor Jarrett, seconded 
by Doctor Edel and unanimously carried recom- 
mending the adoption of part one of the recom- 
mendations in the committee report. It was 
moved by Doctor Manning, seconded by Doc- 
tor Jarrett and carried with Doctor Steen dis- 
senting that part two of the recommendations 
in the committee report be amended to read: 
“that the physicians throughout Arizona be ap- 
prised that in accordance with this principle of 
medical ethics they not join any medical pro- 
gram that excludes the other members of the 
local county medical societies from caring for 
the patients employed by any given employer 
or agent under accepted conditions for insur- 
ance payment of the fee.” 

Motion was made by Doctor Jarrett, seconded 
by Doctor Edel and unanimously carried that 
part two of the recommendations in the com- 
mittee report, as amended, be adopted. 


PRESIDENTIAL APPRECIATION PLAQUES 
—REPORT 


It was reported that in accordance with direc- 
tion of council at the Nov. 24, 1957, meeting, 
bids for presidential appreciation plaques were 
asked and received. Charles J. Butler, Appre- 
ciation Plaques, Evansville, Ind., submitted the 
low bid of $27.50 each, on the basis of 27 plaques 
(for all living past presidents of this associa- 
tion) with a quotation of $27.50 to apply to 
all future orders for such plaques based on to- 
day’s cost of labor and materials. 


It was moved by Doctor Jarrett, seconded by 
Doctor Smith, and unanimously carried that we 
authorize the purchase of 27 of these plaques 
at a cost of $27.50 each and award the contract 
to Butler (Charles J. Butler, Appreciation 
Plaques ). 
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MEDICARE COMMITTEE 
Supplemental Agreement—Administrative 
Services 

A letter from the department of the army, 
dated Dec. 31, 1957, over the signature of 
Walker W. Evans, Lt. Col., was read by the 
executive secretary in part as follows: 

“Inclosed for execution are copies of a pro- 
posed modification to our Medicare contract. 
This modification provides specific authoriza- 
tion for certain expenses incurred by the com- 
mittee or board maintained in accordance with 
the article of the contract entitled ‘Administra- 
tive Services’ to be re-imbursed by the govern- 
ment as allowable costs. 

“In general, this office has discouraged the 
compensation of committee or board members 
under the contract. This position has been based 
on the contention that such members were not 
in the employ of the government, but instead 
were serving the interests of the physicians in 
their respective geographical areas. In this con- 
nection, their functions at committee meetings 
essentially are to determine that the Medicare 
program is being carried out by physicians con- 
sistent with normal practices and that the 
amounts charged by them are not out of line 
with existing fees in the community. Several 
contractors have indicated that while this con- 
tention is valid, committee members do incur 
‘out of pocket’ expenses which should be re- 
imbursed under the contract. 

“It is indeed appreciated that ‘out of pocket’ 
expenses are incurred by committe members. 
However, it is necessary that expenses of the 
program be kept low and it would be impos- 
sible for the program to cover even the ‘out of 
pocket’ expenses of the large committees. In- 
formation available to this office indicates that 
committees vary in size from one member to 
more than 20. While the number of committee 
members required to review and act upon Medi- 
care claims is a matter to be established by each 
contractor, the extent to which expenses in- 
curred by these members can be re-imbursed 
is a matter for separate determination. In order 
to defray some of these expenses on a uniform 
basis, an allowance has been developed which 
is proportional to the number of Medicare claims 
processed in each geographical area under ex- 
isting contracts. All states were categorized into 
four groups based on this volume, and each state 
will be authorized an annual expenditure of 
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either $240, $480, $840, or $1,200. This allow- 
ance may be used for lunches, dinners, expenses 
of members, but not for salaries. 

“The allowance established in the attached 
contract modification is for the period Jan. 1, 
1958 through the current expiration date of our 
contract. Upon extension of the contract, a 
separate amount will be specified to cover ex- 
penses incurred during the new contract pe- 
moo 

It was moved by Doctor Craig, seconded by 
Doctor Knight and unanimously carried that the 
president and secretary be authorized to sign 
the supplemental agreement for execution of 
administrative services from Jan. 1, 1958 to Feb. 
28, 1958, totaling $80. 

SUPPLEMENTAL AGREEMENT — CHANGE 
NO. 8 “JOINT DIRECTIVE” DENTISTS 
AND OTHER PROFESSIONAL 
SERVICES 

It was reported that the supplemental agree- 
ment, change No. 8, joint directive, dentists and 
other professional services, has been reviewed 
by Mr. Donald Lau (executive director-Arizona 
Blue Shield-fiscal administrator) and his staff 
and that it deals generally with summarizing 
the extent of dental care which will be recog- 
nized under the Medicare program which does 
not directly affect the association and that Mr. 
Lau recommends execution thereof. 

It was moved by Doctor Hileman, seconded 
by Doctor Steen and unanimously carried that 
this (supplemental agreement) be executed in 
the usual manner. 

SUPPLEMENTAL AGREEMENT—AUDIT- 

ING PROCEDURES—ANNUAL 
VS. SEMI-ANNUAL 

It was reported that the department of the 
army, office of dependents’ medical care, by 
supplemental agreement, wishes to modify that 
portion of the Medicare contract calling for a 
semi-annual audit of the fiscal administrator's 
books to call for an annual audit thereof. Mr. 
Donald Lau again recommends execution of 
this supplemental agreement. It was moved by 
Doctor Craig, seconded by Doctor Podolsky and 
unanimously carried that this supplemental 
agreement be executed in the usual manner. 
SUPPLEMENTAL AGREEMENT — CON- 

TRACT EXTENSION MARCH 1, 1958 TO. 

FEB. 28, 1959—COUNSEL REPORT— 

EDWARD JACOBSON, ATTORNEY 
The executive secretary, referring to the sup- 
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plemental agreement for the extension of the 
Medicare contract btween this association and 
the department of the army, office for depend- 
ents’ medical care from March 1, 1958, to Feb. 
28, 1959, reported that counsel for the associa- 
tion had reviewed the proposed contract and 
with the exceptions of certain recommended 
modifications in Article 3. a. (1) and Article 3. 
a. (5) which have been inserted, and comments 
on Article 3. b. which have been noted, and 
based upon the provisions of the paragraph 
numbered 4 on page 2 of the proposed new 
agreement, “we believe that the new agree- 
ment, from and after its effective date, wholly 
replaces the old agreement.” 


Counsel further states: 


“The balance of the changes in these docu- 
ments seem to deal either with changes in the 
duties of the fiscal administrator, changes in 
wording or arrangement, changes required to 
extend the contract for another year, or pro- 
cedural changes respecting the activities of the 
association. On none of these do we believe 
our comments would be in order. All we can 
say respecting them is that if the association 
believes it can practically and comfortably op- 
erate within the framework of these provisions, 
then, and with the specific recommendations 
above indicated, it is our opinion that the con- 
tract is in order for execution.” 


Discussion ensued regarding payment of fees 
for post-operative and pre-operative care. 


It was moved by Doctor Jarrett, seconded by 
Doctor Podolsky and unanimously carried that 
council go on record as not approving the pre- 
or post-operative payment to a physician other 
than the surgeon where the surgeon is available 
to render those services. 


It was moved by Doctor Jarrett, seconded by 
Doctor Podolsky and unanimously carried that 
the percentage of the surgical fee to be paid 
for post operative care by other than the sur- 
geon be established at 20 per cent of the surgical 
fee and to be deducted from the surgical fee. 


Further discussion ensued regarding the re- 
negotiation of the Medicare contract. 


It was moved by Doctor Beaton, seconded by 
Doctor Polson and unanimously carried that our 
representative to the Medicare negotiations be 
authorized to negotiate and approve a contract, 
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which would then be returned to the associa- 


tion for the necessary official signature, with- 
out the necessity of further council action. 


RESOLUTION—ARIZONA COMMISSION 
FOR THE IMPROVEMENT OF THE 
CARE OF THE PATIENT—BY 
FRANCIS J. BEAN, M.D. 


Doctor Francis J. Bean appeared before coun- 
cil to present and elaborate upon a resolution 
by the Arizona Commission for the Improve- 
ment of the Care of the Patient and its asso- 
ciation, if any, with the Joint Committee on Im 
provement of Nursing Services, of The Arizona 
Medical Association, Inc. The resolution follows: 


“WHEREAS, the Arizona Commission for the 
Improvement of the Care of the Patient is com- 
prised of representatives from the three estab- 
lished organizations having most to do with 
medical and hospital care and, 

“WHEREAS, their chief function has been to 
obtain a better understanding and co-ordination 
of the problems of the three groups by such in- 
formal or formal methods as may seem appro- 
priate and, 

“WHEREAS, no other group of individuals 
or organizations within the state seems to oc- 
cupy quite the same position and, 

“WHEREAS, it has come to the attention of 
members of the commission that within the 
present year there have been throughout the 
state at least four instances (Winslow, Tomb- 
stone, Wickenburg and San Manuel) where 
good patient care and the establishment of 
standards for such has been threatened or actu- 
ally curtailed and, 

“WHEREAS, it is felt by the commission that 
joint action of the medical, nursing and hospital 
interests might have prevented such disturbance 
of good patient care; 

“THEREFORE, be it hereby resolved (1) 
that the commission communicate with each of 
its parent organizations advising them of the 
above situation and urging that each organiza- 
tion do its utmost through its own proper chan- 
nels to prevent the recurrence of similar in- 
stances in the future; and (2) that they be fur- 
ther urged to consider the formation of an offi- 
cial committee comprised of members from each 
organization which might serve in an advisory 
capacity to help in the solution of such similar 
difficulties as may occur or to prevent their 
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arising; (3) that the medical association espe- 
cially be urged to participate actively in such 
an endeavor; (4) the joint commission further 
resolves to make available its services to what- 
ever degree they might be helpful toward the 
instrumentation of the above situation.” 

It was moved by Doctor Jarrett, seconded by 
Doctor Hileman and unanimously carried that 
the first portion of this resolution: (“WHERE- 
AS, the Arizona Commission for the Improve- 
ment of the Care of the Patient is comprised of 
representatives from the three established or- 
ganizations having most to do with medical and 
hospital care, * * *”), is entirely proper and 
that we adopt this portion. 

Doctor Beaton asked if it would be satisfac- 
tory to the commission that the medical society 
make available the services of its members on 
the commission for the investigation and adjudi- 
cation, etc., of complaints which might involve 
nursing services or administrative problems, but 
would reserve to itself always the investigation 
and adjudication of any problems that involve 
doctors. 

It was requested that Doctor Bean have the 
commission spell out its rules and regulations 
under which it functions, making a request for 
the services of our Joint Committee on Improve- 
ment of Nursing Services, if this has not already 
been done, and report back to this council on 
or before April 30, 1958. 

GRIEVANCE COMMITTEE 
Operational Recommendations 

The grievance committee views with alarm 
the increased incidence of disputes and the 
swelling under-current of disquieting malicious 
gossip that occurs in a certain area of the state. 
It has considered several grievances from this 
area, only one of which the committee was able 
to resolve. The others were not defined to be 
within the authority of the grievance commit- 
tee; but to exist within the investigative juris- 
diction of the councilor of that district and of 
the council. The grievance committee recom- 
mends that council appoint a temporary special 
committee to assist the councilor in his investi- 
gation. 

The grievance committee commends the local 
county societies, especially Maricopa and Pima, 
for their own grievance committees’ intelligent 
and prodigious work in handling dispute. This 
is a healthy sign of willingness of local societies 
to resolve their own problems. 
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This committee, upon direction of council, has 
considered the 1956-1957 annual report of the 
previous committee, and offers the following 
recommendations: 

“1. The by-laws of The Arizona Medical As- 
sociation, Inc., adequately defines the authority 
and duties of the grievance committee (Chap- 
ter VIII, Section 6 1). This also provides that 
the council may direct the committee to con- 
duct such investigations that do not limit them- 
selves to patient-doctor disputes that cannot be 
properly resolved on a local society level. Dis- 
puts involving complaints of insurance carriers 
against doctors are not within the investigative 
jurisdiction of the grievance committee except: 

(a) When the insured patient is a co-signer 
with the insurance carrier of an affidavit of 
complaint agaisnt a physician, and 

(b) When the council directs, as provided in 
the by-laws, the committee to conduct such 
hearings and investigations, and 

(c) When such disputes involve the question 
of excessive fees, improper procedures or other 
professional misconduct. 

One of the primary functions of the grievance 
committee is to improve relations between the 
medical profession and the “lay public.” The 
insurance carriers and the insured party can be 
considered the “lay public.” 

“2. Disputes between physician — purchasers 
of health, accident or life insurance and the 
vendor insurance companies are not within the 
investigative scope of the grievance committee. 
These matters should be referred to the insur- 
ance planning committee or the medical eco- 
nomics committee. Ascribing to the grievance 
committee a multiplicity of functions, negates 
realization of valuable benefits to the profes- 
sion and public alike. The commitee is not un- 
willing to accept assignments of investigations 
not defined in the by-laws, but it can accept 
such assignments only upon direction of council. 

“3. It must be constantly borne in mind that 
a grievance committee’s primary functions are 
to investigate, mediate, arbitrate, and, if neces- 
sary, to recommend disciplinary action; but the 
committee is never to act as a trial body or to 
effect discipline. 

Therefore, the grievance committee recom- 
mends to the council that it, in turn, recom- 
mends to the constitution and by-laws commit- 
tee that it effect an amendment of the by-laws 
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by changing the word “trial” to “inquiry” 
(Chapter VIII, Section 6 I). 

“4. This grievance committee re-affirms the 
policy that all efforts should be made to settle 
all grievances at a local society level.” 

It was moved by Doctor Edel, seconded by 
Doctor Polson and carried, with Doctor De- 
Marse dissenting, that we (council) accept 
this report. 


ATLANTA MEDICARE CONFERENCE 


Doctor Edel reported, “As you all know, Medi- 
care as exists in Arizona and in practically all 
of the United States, is a service type plan. At 
the Denver meeting of 1956 we seriously thought 
of an indemnity type program, based on the 
fact that some people stated that it didn’t seem 
fair to charge the colonel’s lady the same as a 
buck private’s. Thirteen states were repre- 


sented at the meeting in Atlanta. The South- 
ern states, Rhode Island and Iowa thrown in for 
good measure, all requesting an indemnity type 
program. I believe the brain behind the whole 
thing was Mr. Farrel who is executive secretary 
of the Rhode Island Association, and as you 
probably recall from the history of Medicare, 


that Rhode Island went into the original nego- 
tiations with a chip on their shoulder, having 
some fantastic demands and they never got to 
first base in any of the negotiations. It might 
also be interesting to you that of the 13 states 
represented, about 35 to 45 minutes were spent 
in aimless discussion. Each one had a definite 
definition of what constitutes an indemnity. 
Nobody could agree. But finally the legal repre- 
sentative there, a Mr. Shakleburg, from the state 
of Georgia says that indemnity as they would 
define it is the money that would be paid by 
the government directly to the patient. I lis- 
tened to their statements and a lot of their 
arguments and explained to them that we are, 
or at least a majority, are very agreeable and 
content with the way the service plan was work- 
ing as far as the state of Arizona is concerned. 
I would caution them that we might, that any 
state, might have the right to negotiate any 
type of plan the state might want to negotiate 
for. The basic thing to remember about indem- 
nity is that a state, as the government says 
would have to pay to the patient directly.” 

Doctor Edel presented for consideration .a 
copy of the recommendation of the Atlanta con- 
ference. 
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It was moved by Doctor Craig, seconded by 
Doctor Beaton and unanimously carried that 
Doctor Edel’s report be accepted. Following 
Doctor Craig’s motion Doctor Edel requested 
and was granted permission to write an official 
letter from the state association to the Georgia 
State Medical Association, thanking them fo: 
their courtesy extended and advise them that 
certainly we have no objection should Georgia 
or any other state desire to negotiate for an 
“indemnity” plan, if they so desired, but that 
Arizona is currently satisfied with its “service 
plan. 


MEMBERSHIP CLASSIFICATION 
CHANGES 
Apache County Medical Society— 
Arne R. Hedegaard, M.D. 

The Apache County Medical Society, by let 
ter dated Dec. 1, 1957, over the signature of 
Ellis V. Browning, M.D., secretary, requested 
council to grant active (dues exempt) member- 
ship in this association to Arne R. Hedegaard. 
M.D., for post-graduate training. Doctor Hede- 
gaard comes within the five (5) year exemption 
provision and is eligible for such membership 
classification. 


AMA LAW DEPARTMENT 
State and County Medical Society Attorneys and 
Executive Secretaries Conference—Chicago— 
Drake Hotel—May 9 and 10, 1958 

The executive secretary called attention of 
council to the second annual AMA law depart- 
ment’s conference for state and county society 
attorneys and executive secretaries, to be held 
in the Drake Hotel, Chicago, on May 9 and 10 
1958, which generally covers medico-legal prob- 
lems. The first such meeting in 1957 (April), 
attended by the attorney of this association, Mr. 
Edward Jacobson, was considered quite suc 
cessful. Discussion ensued. 

It was moved by Doctor Craig, seconded by 
Doctor Hileman and carried by voice vote that 
the executive secretary be authorized to draw 
upon the treasurer of the corporation for his ex- 
penses to the meeting in Chicago on May 9 and 
10, if he so deems necessary. 

It was moved by Doctor Edel, seconded by 
Doctor Podolsky and unanimously carried that. 
if and when the negotiating team goes to Wash- 
ington (D.C.) to renegotiate the Medicare con- 
tract, the executive secretary be authorized to 
accompany it. 
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COMMUNICATIONS 
Santa Barbara County Medical Society— 
Resolution—Medical Care—Old Age Security 
HR 7225 (PL 880). 

Santa Barbara County (California) Medical 
Society, by resolution adopted Nov. 25, 1957, 
urged other societies to refuse and reject legis- 
lation matching funds of the federal government 
(HR 7225 Public Assistance) for tax-paid medi- 
cal care of those on old age security and other 
related groups, and offer their own alternate 
plan. 

No action was taken. 


AMA—Forand Bill—F. J. L. Blasingame, M.D., 
General Manager 

F. J. L. Blasingame, M.D., AMA general man- 
ager, by letter dated Jan. 21, 1958, briefed the 
association on actions and program of its legis- 
lation committee relating to the Forand bill. 

Discussion ensued. No action at this time in- 
dicated. 


Legislation Committee—Report by Robert 
Carpenter, Executive Secretary, for Millard 
Jeffrey, M.D., Chairman 

The executive secretary reviewed the actions 
of the legislation committee in meeting held 
Dec. 29, 1957, reporting: 

1. Approval of the proposed mental commit- 
ment bill. 

2. Discussion of matters relating to the indus- 
trial relations committee and the Industrial 
Commission Act, determining that: “this prob- 
lem certainly bears deep investigation and pos- 
sible future legislation; that it involves intrinsic 
problems within the industrial commission and 
its rule; and that rule 59a is a rule and not a 
law. Further, that the problem might consist 
of more or less a negotiated rule change rather 
than one of legislation; and that the industrial 
relations committee should submit any proposed 
revision that suggest legislation. 

8. Discussion of the problem of patient steril- 
ization at the Arizona State Hospital, determin- 
ing to ask Doctor Wick to submit for review 
and consideration what he might consider a 
proper modification of the existing statute; set- 
ting forth recommendations as to membership 
composite, etc., of an appropriate board to re- 
view petitions for such patient sterilization. 

4. As regards the use of school monies, the 
committee recommends to council: “We should 
not endorse any; legislation granting: the use of 
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school monies to provide medical and dental 
services for regularly enrolled school children 
in public schools.” 

5. On discussion of several measures proposed 
by the Arizona State Department of Health, the 
committee determined to recommend to coun- 
cil that “these (measures) are the internal af- 
fairs of the state health department and no 
action is called for at this time.” 

6. Air pollution was discussed with no action 
taken. 

7. Following discussion of recommendations 
by the medical school committee, associate with 
the WICHE program: (1) reduce residency re- 
quirements from 10 to five, or less, years, and 
(2) reasonably downgrade the financial repay- 
ment clause, it was determined that “the legis- 
lation committee is favorably disposed to the 
recommendations of the medical school com- 
mittee and that the education committees of the 
Arizona house and senate be so informed.” 

8. The committee considered the matter of 
re-use of bedding and mattresses presented by 
Pinal County Medical Society, referring the 
problem to the state health department, taking 
no further action. 

9. On the question of the desirability of a 
state medical examiner’s system vs. the existing 
coroner's system, the committee recommends to 
council “the possibility of the State of Arizona 
undertaking survey as to the need therefor.” 

10. Resolution No. 3, passed by the house of 
delegates of this association on April 13, 1957, 
resolved in part that the need for legislation 
be determined and action taken by the legisla- 
tion committee toward providing legal require- 
ments for the registration of toxic constituents 
and antidotes for all poisonous commercial prod- 
ucts marketed in Arizona. Following discussion, 
the committee determined that this matter be 
referred to the board of health (state) for re- 
view and possible recommendations or sugges- 
tions on how this can be accomplished. Fur- 
ther, that since the manufacturer and importer 
of toys, finished in high lead content paint, has 
agreed to eliminate such type paint, no action 
was indicated. 

11. Following discussion of a report of a psy- 
chologist practicing hypno-therapy, the com- 
mittee determined that this was a matter for 
investigation by the ‘state board of medical ex- 
aminers. 
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12. Doctor Jesse D. Hamer reported on the 
proposed Forand bill (HR 9467), 85th United 
States Congress, and the campaign being 
planned for county, state and national levels to 
counteract the proposal. No action was indi- 
cated at this time. 


It was moved by Doctor Craig, seconded by 
Doctor Smith and unanimously carried that the 
report (of the legislation committee) be ac- 
cepted. 


INDUSTRIAL RELATIONS COMMITTEE— 
LINDSAY E. BEATON, M.D., CHAIRMAN 


Doctor Beaton referring to action of the legis- 
lation committee stated: “With all due respect 
to the legislation committee, the statement made 
about Rule 59 a (the statement that this is a 
rule and not a statute) is not entirely correct. 
This is a rule which provides for the way in 
which the statute is going to be handled and 
our legal counsel, Mr. Jacobson, advises me that 
under Arizona Revised Statutes, the commis- 
sion does have the legal right to go ahead with 
the designation. It has, therefore, been the 
opinion of our (industrial relations) committee 
that the only way to handle this is to make it 
an ethical matter, with regard to how the doc- 
tor is to conduct himself; and this we are going 
to do and have done and will carry out further 
under the direction of the resolution which you 
passed today.” 


Further consideration and discussion was held 
in the matter of agreed revision of the indus- 
trial commission fee schedule and the apparent 
delay on the part of the commission to effect 
such revision. 


It was moved by Doctor Jarrett, seconded by 
Doctor Edel and unanimously carried that if, 
by April 30, 1958 (commencement of the an- 
nual meeting), we do not have a satisfactory 
understanding with the (industrial) commission 
in regard to the revised fee schedule, that we 
withdraw our industrial relations committee 
from their service; and that we will expect a 
report from our industrial relations committee 
at the next meeting of council (April 30, 1958) 
to the effect that a satisfactory agreement has 
or has not been made. 


LESLIE B. SMITH, M.D., 


Secretary. 
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THE ARIZONA MEDICAL 
ASSOCIATION, INC. 


REPORT OF THE MEDICAL SCHOOL 
COMMITTEE 


\ 

Suvce the appointment by Doctor Melick of 
Doctor Chesser and myself as a two-man sub- 
committee, we have conducted a study of the 
two-year medical school picture and its applica- 
tion to Arizona. This is written to summarize 
what has been done and what has been learned 
in that connection. 


The study was initiated by direct personal 
correspondence with the deans of the medical 
schools at the University of Missouri, University 
of North Dakota, University of South Dakota, 
University of West Virginia, and the University 
of Mississippi. All of these men have had wide 
first-hand experience with two-year medical 
schools. 


On Dec. 29, 1957, a meeting was held with 
Doctor Van Liere, Dean of the University of 
West Virginia Schol of Medicine, at the Pioneer 
Hotel in Tucson. This was attended by some 
of the medical school committee members and 
by members of the Arizona Medical Educational 
Foundation. 


On the evening of Feb. 6, Doctor Grady Gam- 
mage, President of Arizona State College at 
Tempe, held a dinner meeting wtih members of 
the committee and the AMEF. In response to 
requests which previously had been made by 
Doctor Melick and myself at a meeting with 
Doctor Gammage and his administrators, a bro- 
chure had been prepared outlining the state of 
readiness at Arizona State for undertaking a 
two-year medical school program. Copies were 
presented to all guests at that meeting. In addi- 
tion, plans of pending new construction at the 
college were fully revealed, and a tour of present 
facilities in biological sciences was conducted. 


On Feb. 17, 1958, members of the AMEF and 
part of the membership of the medical school 
committee met for a similar meeting at the Uni- 
versity of Arizona campus in Tucson. Here also 
a good deal of literature concerning medical and 
para-medical education at the University of Ari- 
zona was presented to all guests, and a tour of 
facilities was conducted. 


The observations of the above-mentioned 
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medical school deans, minutes from the Tucson 
meeting with Doctor Van Liere, and minutes 
from the Tucson meeting at the University have 
been previously distributed to members of the 
committee. 

From the foregoing experiences and from the 
information accumulated in the course of the 
study, certain conclusions have emerged, as 
follows: 

The concept of the two-year school in medical 
education is a good one. Such facilities will 
probably be even more important in years to 
come. Population growth nationally is rapidly 
outstripping medical school output of physi- 
cians; and while we are not feeling the effects 
locally at the moment, the prospects for this 
area 15 or 20 years from now are less promis- 
ing. By the mid 1970's it is felt that our U.S. 
medical schools will need to increase their out- 
put 50 per cent (2,000 more doctors graduated 
per year) to maintain the present doctor-popu- 
lation ratio. In addition, applications for medi- 
cal school enrollment have become less numer- 
ous, evidently due to the attractions of oppor- 
tunities in other scientific and professional 
fields. It seems clear that the West and South- 
west, already short on medical schools and 
medical students, need to seriously think now 
about the years ahead. 

At any rate, physical facilities are such at the 
University of Arizona that a two-year medical 
school program could be instituted almost im- 
mediately with almost no added construction. 

At Arizona State College, Tempe, facilities 
wll be completed capable of handling a two- 
year medical school program by September 
1959. 

However, at either institution a separate med- 
ical school building would be mandatory within 
about five years. Taking this into account, it 
would appear that capital expenditure of about 
$1 million could reasonably be expected within 
10 years if a two-year medical school were to 
be started in Arizona. 

At both schools mentioned above, excellent 
programs in health and health-related research 
are presently in operation, probably on a some- 
what larger scale at Tucson at the moment. 
Medical libraries are already surprisingly com- 
plete. The University of Arizona already has 
10,000 volumes in medical fields with 204 active 
subscriptions in basic medical and allied science 
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journals. Arizona State has 272 active subscrip- 
tions in medical and para-medical periodicals. 
It is obvious that the faculties and administra- 
tions are sympatheitc and interested in this type 
program at both places. 

Estimated operating budgets seem quite rea- 
sonable. At either institution a budget of about 
$70,000 would completely cover the initial plan- 
ning year expenses; about $200,000 the first year 
of instruction; and about $300,000 the second 
year of instruction. These figures include costs 
of special instructional equipment, microscopes, 
pathological specimens, visual aids, autopsy 
tables, etc. 

It truly appears that a two-year school of 
medicine probably would operate at an equally 
high level either at Tucson or Tempe, and that 
the calibre of training would be equal to or 
higher than that currently offered in the first 
two years at other Class A medical schools. 


It is not clear whether the resources of the 
State of Arizona are such that a two-year school 
of medicine can be supported in the near future. 
Present appropriations for faculty salaries at 
Arizona teaching institutions are lower than 
average, according to Doctor Harvill and Doc- 
tor Gammage, and it may be difficult to attract 
good enough men for a medical school faculty 
on that basis. In addition, there is great expan- 
sion taking place and expected in the future in 
the student body at Arizona State and at the 
University. All concerned feel that a medical 
education program should not be undertaken if 
it would create inroads upon the budget now 
set up for present undergraduate, graduate or 
research programs. 

It seems obvious that the huge expense of a 
four-year medical program would preclude its 
institution in Arizona for many years to come. 

Both Arizona State College and the Univer- 
sity of Arizona are ready now for a two-year 
school of basic medical sciences. The program 
is practical, and for the first four or five years, 
at least, would not be terribly expensive. How- 
ever, it is difficult to be completely objective, 
and to be sure that a medical facility is actually 
needed in Arizona at present. Dean Roy of the 
University of Arizona School of Liberal Arts has 
said repeatedly that he doubts that sufficient 
good applications would be forthcoming to fill 
the classes. However, such states as South Da- 
kota and North Dakota are currently producing 
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50 or 60 applicants yearly from. populations 
smaller than Arizona’s. Doctor Harvill, Presi- 
dent of the University of Arizona, also seems 
a little reluctant to take on the medical educa- 
tion program, until there is sound assurance 
that such can be adequately financed. 

At Arizona State the faculty and administra- 
tion have developed a good deal of enthusiasm 


A Statement on 
MEDICAL EDUCATION 
from the 
Office of the President, 
University of Arizona 
November 22, 1957 


Tur preliminary report on medical education, 
submitted to the board of regents, is not to be 
construed in any sense as a request for action 
with reference to a medical school at this insti- 
tution. Reports have been rendered previously 
by the president of the university, but the re- 
peated requests from many sources as to the 
position of the University of Arizona with regard 
to medical education seem to justify a statement 
at this time. Indeed, it is only appropriate that 
such reports be first rendered to the board of 
regents. 

The University of Arizona strongly supports 
the Western Interstate Commission on Higher 
Education and is completely convinced that for 
several years ahead this arrangement will ef- 
fectively care for all the Arizona students quali- 
fied for and interested in medical education, 
who can not themselves finance the cost of med- 
ical education. No qualified student has been 
denied admission to medical school since the 
WICHE program began. « 


A PLAN FOR MEDICAL EDUCATION 
AT THE 
UNIVERSITY OF ARIZONA 


A Preliminary Report 
September 1957 


This report is not directed to the question of 
either the need or the demand for a medical 
school in Arizona because that question is al- 
ready under study by several groups and is the 
subject of a report by WICHE and has been 

Note — A comparable review by Dr. Gammage, President of 


Arizona State College at bony ms will be published in the May 
issue. At present, that copy has not been received. 


Reprinted from The Arizona Republic, Feb. 14, 1958. 
(Reprinted from — Legislative Bulletin — AAPS.) 
Reprinted by permission of the author. 
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for a medical school. This spirit receives a lot 
of support from certain members of the medica! 
profession in Maricopa County. 

The character and quality of the program wil! 
assuredly be high if, when, and whereever it 
is undertaken. 

Respectfully submitted, 

DON E. MATHIESON, M.D 
designated as a concern of an advisory commit- 
tee to the legislative council. The university ha: 
information relative to the need for a medical 
school in Arizona and can provide a report, i! 
requested. 

Inasmuch as a medical school is always a 
part of a complete university our long-term plan 
ning has naturally concerned itself with this 
project and our basic science departments are 
developed and equipped to serve medical edu 
cation as well as all other applied sciences. The 
current program in science already includes 
graduate courses in human anatomy, human 
physiology, histology, medical bacteriology, clin- 
ical laboratory diagnosis, pharmacology, and bio- 
chemistry, as well as clinical psychology—all re- 
quired for medical education. In addition, these 
departments have been and are engaged in re 
search projects in these areas of medical science. 
The faculty and administration of the university 
stand ready to undertake the organization and 
operation of a school of medican whenever the 
board of regents and the legislature decide that 
the time has come to establish such a school. 

The university does not now propose the 
establishment of a medical school. Our position 
is that the board of regents, with such advice 
from specialists that it may wish to consider, 
will make the decision when the needs and re- 
sources of the state make it appropriate to estab- 
lish a medical school. We feel, however, that 
the board will wish to be informed of the pro- 
cedures which the university would follow in 
planning and developing a medical school at 
this institution. It is our purpose to emphasize 
the readiness of the university in this matter. 


We present herewith an outline of staff and 
facilities presently available, additional staff and 
facilities needed, proposed curriculum, and esti- 
mated costs of developing a medical school at 
the University of Arizona. 


The purpose of this report is to present the 
plan of organization for the first two years of a 
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medical education program. A second report, 
now in progress, will consider the organization 
of the second two years (clinical). This two- 
stage presentation is both logical and desirable 
for two distinct divisions of instruction are recog- 
nized in the field of medical education, even 
though there is a tendency to present some pre- 
clinical material during the first two years. The 
first two years are devoted to instruction in the 
basic medical sciences and the second two years 
to training in the clinical fields. 

The type of instruction and the physical plant 
requirements for the second two years are vastly 
different than the first two years. In the second 
two years the teaching is performed by a full- 
time staff that is assisted by clinicians on a part- 
time and volunteer basis. The vast majority of 
the instruction is given in the out-patient de- 
partment, clinics, and wards of the hospital. 

The two-year medical school is feasible either 
as a continuing institution of the basic medical 
sciences or as a stage in the development of a 
four-year school. It is important to realize that 
although there are now only three two-year 
medical schools in the country, North Dakota, 
South Dakota and Dartmouth, there were at 
least seven, five or six years ago. In the mean- 
time, the Universities of Mississippi, West Vir- 
ginia, Missouri, and one other, have gone to 
four-year medical schools. Their two-year medi- 
cal schools operated successfully for many years, 
as is the case currently with the three schools 
at North Dakota, South Dakota and Dartmouth. 
The deans of the two-year schols in the Dakotas 
are extremely emphatic in stating that there is 
no problem whatever about their students trans- 
ferring to four-year medical schools at the end 
of their two-year program. 

In order to establish a point of departure in 
an evaluation of our present capacities and fu- 
ture needs with reference to a program of medi- 
cal education, we have prepared a curriculum 
for the first two years. 


A. The Curriculums 


Fimst YEAR 
Semester I 
ee EE wagucerescne 128 
Gross Anatomy Physiology (2R 
sb | ae Be Se akekonaccnes 128 


Microscipic Ana- Psychiatry (2R) ... 32 
tomy (2R 6L)...128 


Biochemistry (2R 


ARIZONA 








MEDICINE 





Semester II 
Gross Anatomy 


Physiology (2R 


(eee A eee 128 
Microscopic Ana- Neuroanatomy 
tomy (2R 6L)...128 (2R6L)........ 128 
Biochemistry (2R - 
__ * ere 128 640 
SECOND YEAR 
Semester I Semester II 


Hours Hours 
Pathology (3R 9L) .192 Pathology (3R 9L) .192 
Bacteriology (2R Bacteriology (2R 


 aceewmbeis ee © eae 128 
Pharmacology (3R Pharmacology (3R 
RA eae ey Ga re ee 96 
Preventive Medi- Surgery (SR) ..... 48 
cine (SR) ...... 48 Physical Diagnosis 
Clinical Laboratory 7 96 
GS dc eiixsa% 96 Obstetrics (2R) ... 32 
Psychiatry (1R) ... 16 -— 
--— 592 
576 


The present trend in medical education is 
toward a closer relationship between the gradu- 
ate program of the university and the medical 
school. With existing facilities, it is possible to 
prepare a student for the degree in medicine 
as well as those seeking the Master of Science 
and the Doctor of Philosophy degrees. 

B. Physical Facilitiess 

The present Biological Sciences Building has 
60,000 square feet of floor area. Animal quar- 
ters to be constructed this year will add 5,000 
square feet. This building already has a human 
anatomy room, two large human physiology 
laboratories, a medical bacteriology laboratory, 
a histology laboratory, and an embryology lab- 
oratory, all of which are ideally suited for the 
teaching of the medical sciences. In addition 
to air-conditioned lecture rooms, there is an 
amphitheater with projection facilities. The 
amphiteheater is ideally suited for coducted 
clinics. 

Pharmacology is already being taught in the 
College of Pharmacy and biochemistry is a part 
of the graduate program in the Department of 
Chemistry. 

Although there is no designated pathology 
laboratory at this time, the histology laboratory 
is appropriate for this subject. 

The minor areas in the first two years, i.e., 
preventive medicine, principles of surgery, psy- 
chiatry, principles of obstetrics, do not require 
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laboratory space and could be handled in avail- 
able lecture rooms. 

Adequate hospital facilities are available for 
the limited preclinical program and the neces- 
sary autopsy service of the first two years. 


C. Library 

Library acquisitions have kept pace with 
faculty interest so that the University of Arizona 
now has approximately 10,000 volumes in the 
medical fields. Even more important is the fact 
that we are now receiving 204 journals in the 
fields of the basic medical and allied sciences. 
This total includes 39 foreign journals. 


D. Staff 

At the present time, 157 full-time biological 
scientists are members of the faculty of the Uni- 
versity of Arizona. 

The record of the university faculty in pre- 
medical education is excellent. During the past 
30 years, 337 University of Arizona students 
have been admitted to between 55 and 60 lead- 
ing medical schools. 

The staff presently engaged in the presenta- 
tion of the graduate course in the basic sciences 
has had previous experience in the professional 
schools. Specifically, Dr. K. F. Wertman has 
been on the staff of the Medical School at the 
University of Pittsburgh for seven years and 
has published approximately 40 scientific papers 
in his field. Dr. W. M. McCauley has taught 
human anatomy at the University of Southern 
California, and Dr. F. A. Waterman has taught 
physiology at Wayne University. It is appre- 
ciated that a pathologist would have to be em- 
ployed. Clinicians would be invited to assist in 
presenting the preclinical subject matter. 

Additional staff is needed for all new courses. 
Even if some of our present_staff were sifted 
to this program, they would still have to be re- 
placed in the courses they would relinquish. 

Teaching loads in medical schools are typically 
lower than in the liberal arts colleges. 

Allowing for these considerations and on the 
basis of a course by course analysis, we arrive 
at the following figures for additional teaching 
faculty. 

First YEAR 

Four men of professional rank and six instruc- 

tors to handle laboratory sections. 


SECOND YEAR 
Four men of professional rank and four in- 
structors: for laboratory direction. In addition, 
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it is expected that some of the courses would be 
handled on a volunteer basis. 


E. Estimated Initial Two-Yeur 
Operating Budgets 


a) Salaries 
First year 
1. Dean and Professor of medicine . $20,000 
2. Full professors—four .......... 60,000 
8. Instructors—five .............. 30,000 
4. Secretaries—three ............. 10,500 
5. Supply and equipment—one.... 5,000 
$125,500 
Second year (to be added ) 
1. Full professors—four........... $60,000 
9. Instructors—five .............. 30,000 
S$. Secretaries—two .............. 7,000 
$ 97,000 
ee ee BOE ss esc escesi $222,500 
First 
Year Second 
Total Year 
$125,500 $222,500 
b) Expendable supplies ..... 15,000 25,000 
c) Teaching Assistants ...... 5,000 5,000 
d) Capital 
First Year 
Microscopes ... .$12,000 
Autopsy tables .. 3,000 
Physiology ..... 10,000 
Biochemistry ... 2,500 
Histology (slides) 4,000 
$31,500 
Office equipment 4,500 
$36,000 36,000 
Second Year 
Microscope ..... $12,000 
Pathology 
(specimens) .. 15,000 
Laboratory equip- 
 chteiae o 5,000 
Se 1,000 
Visual aids ..... 2,000 
Office equipment 4,000 
$39,000 39,000 
e) Special library ap- 
propriation ..... 20,000 10,000 





$201,500 $301,500 
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Apart from capital, the second-year figure be- 
comes the annual figure after the first two years. 
G. Federal Aid for Medical Schools 

The congress in the second session, meeting 
in January, will have before it Senate Bill No. 
1917, introduced by Senators Smith of New Jer- 
sey and Purtell of Connecticut. 

This bill provides $195 million, over a five- 
year period, for constructing new or expanding 
existing medical teaching facilities. 

The bill was introduced in the last session of 
congress and was referred to the senate labor 
and public welfare committee. It was endorsed 
by the chairman of that committee, Sen. Lister 
Hill; however, no action was taken on the bill 





— NOTICE — 


PANEL PRACTICE OF MEDICINE— 
COUNCIL ACTION 


Gouica. of this association on Jan. 26, 1958, 
considered the problem of panel practice of 
medicine in Arizona and adopted the recom- 
mendations of the fee and contractual medicine 
committee which follow: 

That the committee on fee and contractual 
medicine of The Arizona Medical Association, 
Inc., recommends to the council of The Arizona 
Medical Association, Inc., that it ratify the reso- 
lution passed by the house of delegates of the 
American Medical Association in session in 
Philadelphia, Pa., in Dec. 1957, to the effect 
that the 1927 opinion of the judicial council of 
the American Medical Association was re-af- 
firmed with regard to conditions of contract 
practice, namely: that “there are many condi- 
tions under which contract practice is not only 
legitimate and ethical, but in fact the only way 
in which competent medical service can be pro- 
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and it is carried over to the second session of 
congress. Dr. Aims McGuinness, special assist- 
ant to the secretary for health and medical af- 
fairs, has stated that the Department of Health, 
Education and Welfare will “throw its full 
weight” behind Senate Bill No. 1917 in the com- 
ing session of congress. Dr. McGuinness has also 
said that the department is reviewing the opera- 
tion of the Hill-Burton Act and expects to recom- 
mend changes in the original timetable for hos- 
pital construction. 

Planning for a medical school in Arizona 
should be co-ordinated with the federal aid pro- 
gram in order to assure maximum contribution 
from that source. 


vided” but that contract practice of medicine 


would be determined to be unethical if “a rea- 
sonable degree of free choice of physician is 
denied those cared for in a community where 
other competent physicians are readily avail- 
able.” 

That it be the further recommendation of the 
committee on fee and contractual medicine to 
the council of The Arizona Medical Association, 
Inc., that the physicians throughout Arizona be 
apprised in accordance with this principle of 
medical ethics they not join any medical ‘pro- 
gram which excludes the other members of the 
local county medical society from seeing the 
patients employed by any given employer. 

Council further determined by motion regu- 
larly made and carried “that the physicians 
throughout Arizona be apprised that in accord- 
ance with this principle of medical ethics they 
not join any medical program that excludes the 
other members of the local county medical so- 
cieties from caring for the patients employed by 
any given employer or agent under accepted 
conditions for insurance payment of the fee.” 











Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus... service... supplies 


CONTACT OUR DIRECT FACTORY BRANCH IN 
PHOENIX 
821 W. Adams St. « ALpine 4-0181 
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ARIZONA STATE COLLEGE 
GETS CANCER GRANT 


A $38,645 research contract from the Cancer 
Chemotherapy National Service Center has been 
awarded Arizona State College at Tempe, ac- 
cording to a recent announcement by George 
A. Boyd, co-ordinator of research. 


The grant, for research in the field of cancer 
chemotherapy, will be used mainly for the pur- 
chase of equipment, chemicals and supplies for 
graduate work in the chemistry department. 


Part of the grant will be used for financial 
aid to graduate students studying for advanced 
degrees. 


THE ARIZONA MEDICAL 
ASSOCIATION, INC. 


MEDICARE COMMITTEE 
Tuscon Obstetrical and Gynecological Society 


DOCTOR FRASER: I am here representing 
the Tucson Obstetrical and Gynecological So- 
ciety. At a special meeting of that body held 
Jan. 24, 1958, following are specific actions 
taken: 

1. The society recommends that physicians be 
absolved from the responsibility of including on 
their forms billing for drugs prescribed. 

2. That if one physician only sees a patient 
during pregnancy, he be allowed the full ante 
partum fee as well as the delivery and post par- 
tum fee regardless of the stage of pregnancy in 
which she presents herself to him for care. (Un- 
less she has seen another doctor. ) 

3. That a suitable differential between re- 
muneration accorded a general practitioner for 
his obstetrical care and that of a specialist’s care 
be established. 

4. That some provision be made for operative 
obstetrical consultation fee. 

5. That due consideration be given toward 
allowing Medicare payments for in-office minor 
surgical procedures. 


DOCTOR EDEL: As regards the payment for 
drugs, this is a universal problem and headache 
to not only Arizona, but to the rest of the United 
States as well. Basically, the fallacy lies within 
the law itself as enacted by the congress. It will 
take an amendment to the act and to the direc- 
tive (implementing the act) of the department 
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Dr. George M. Bateman, chairman of the 
chemistry department, said these advanced 
chemistry students will work on the project 
while fulfilling research requirements for mas- 
ter’s degrees. Dr. Roland K. Robbins, associate 
professor of chemistry, will direct the research. 
Assisting him will be Wayne Noell, research 
associate, who will devote full time to the 
project. 

The grant is for one year, during which time 
Dr. Robbins and his staff expect to synthesize 
about 116 chemical compounds as potential anti- 
cancer agents. 

The new grant is the fifth Arizona State has 
received in the past six months, supporting Dr. 
Robbins cancer research, for a total of $63,365. 





of defense and the health and welfare depart- 
ment to change it. They have made no provi- 
sion for direct payment to the pharmacist at all 
in the original act. We have been confronted 
with this problem all year long. We have been 
successfully breaking it down so that they can 
be paid every three months. 

In the matter of consultants’ fee, the adjudica- 
tion committee, approved by council early in 
this program, felt that it is not to be considered 
standard practice to charge consultant fees 
which were demanded as hospital pre-requisites 
where they are required by the hospital. In 
cases, however, of crises or anything threatening 
the life of the patient where special consulta- 
tion is necessary, I am sure that that can always 
be covered by special report on the part of the 
consultant. 

In-office minor surgical procedures are a 
problem. Medicare is considered primarily to 
be an emergency program only and certain 
things are covered as in-office surgery. Need- 
less to say, this can lead to considerable abuses; 
however, this will be considered. 


DOCTOR JARRETT: Payment for drugs is an 
abomination to everyone. It costs the same to 
process a claim for a prescription as it does to 
process a claim for a surgical procedure. The 
average cost per claim for processing is around 
$3. In many instances where they would have 
to process the pharmacist’s bill for a prescrip- 
tion, the cost of paying him would be greater 
than the cost of the prescription itself. For this 
reason they have been pretty adamant about not 
wanting to bill separately for prescription items. 
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Monies are appropriated in a certain amount 
and they try to keep within that. Billing for 
such prescription items separately would almost 
be enough to kill the program. 

DOCTOR FRASER: As pertains to medica- 
tions, is there any way the medication can be 
paid for by the patient? 

DOCTOR JARRETT: Most doctors give the 
patient a prescription for them to have filled 
themselves. 

DOCTOR EDEL: Give them a prescription 
and tell them to have it filled just the same as 
your treat a private patient. It is. possible for 
them to have it filled at a base dispensary if 
they have the drug and agree to furnish it. 

MR. BRAYER: Our problem is this. If the 
doctor gives a prescription and sends the patient 
out to get the prescription filled, we are rather 
in a weird position for this reason. They are 
informed at their air base or air field that they 
are entitled to medication. They are informed 
of that by the medical officer at the dispensary; 
they are informed of that by their commanding 
officer and they even have it in their little book 
that is given to new enlistees, etc. So that if 
they do not get it, they then call up (or file a 
complaint with our processing division) and 
ask: Are we entitled to this?” We are required 
because of the law itself to say yes, and then 
the doctor is caught in the bind. I think prob- 
ably that is one of the things that should be 
considered in this because they are informed of 
their rights by the government and if they do 
not get it, then they write or will write Wash- 
ington and say they have been refused of what 
the law says they are supposed to have. 

DOCTOR MOORE: One question that has 
not been answered which has to do with the 
obstetrician that he be paid full price if an- 
other surgeon has not carried out part of the 
trimester care. I think that the way that began 
and the reason they broke it down was that it 
was assumed that after this went into effect, that 
if they paid for the full care of it before, they 
would be paying for something retroactive; and 
that say, nine months after this had gone into 
effect, if they saw the patient for the first time 
and they did not have other care, that they 
would be paid the full price. 

MR. O'DONNELL: According to the govern- 
ment regulations, we pay only for the actual 
practice and care rendered on the case. 
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Yuma Medical Center 

Doctor William A. Phillips of Yuma, by letter 
dated Jan. 14, 1958, presented the following 
complaints: 

1. It seems that it would be much better for 
a licensed pharmacist and a registered labora- 
tory to do their own billing. It makes for a 
terrific amount of additional book-work on our 
part having to bill for drugs and lab work. If 
we have to continue doing the billing for the 
above, if they would at least send separate 
checks for each claim, it would help. 

2. The trimesters in pregnancy cases are fig- 
ured so closely that no one except the doctor 
himself can figure them out. 

3. It seems a terrific duplication of effort to 
list all prescriptions on the front of the form 
(which there is no room for) when they are all 
attached in detail to the form. 

4. When a newborn baby is either too small 
or too frail to circumcise and it has to be de- 
layed for several weeks, it should still be eligible. 
We had one that was four weeks old when cir- 
cumcised and the claim was refused. 

DOCTOR EDEL: Maybe I can explain that. 
I think the typing of prescriptions on the front 
of the blank is necessitated by the original di- 
rectives associated with the original contract. 
We, in order to curb expensive, unnecessary. and 
promiscuous prescription writing, some of which 
we were never sure that the patient was actually 
receiving the medication, the adjudication com- 
mittee with the approval of council passed a 
second regulation requesting a copy of the pre- 
scription to be attached, signed by the doctor, 
the pharmacist and the patient receiving same. 
This was an attempt to prevent those who would 
take advantage of the suiation and further, to 
hold administrative costs within reason currently 
$2.05 per service claim. It was also requested 
that the final bill be held until all charges are 
in. Frequently, final bills were submitted and 
later on, extra charges would be forwarded for 
payment, in many cases under $10. It was de- 
termined that unless the fee for services was 
established below the $10 figure, extra charges 
under that figure should not be billed, but ab- 
sorbed by the doctor. 

Laboratory 

DOCTOR KENT: One of the complaints has 
been this $10 limitation. For example, in OB 
cases the routine laboratory work is generally 
$10 or a little more. Then, a supplemental test 
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EDEMA 


Start therapy with one or two 500 mg. 
tablets of ‘DIURIL' once or twice a day. 


BENEFITS: 


e The only orally effective nonmercurial agent 
with diuretic activity equivalent to that of the 
parenteral mercurials. 


e Excellent for initiating diuresis and maintaining 
the edema-free state for prolonged periods. 


e Promotes balanced excretion of sodium and 
chloride—without acidosis. 


Any indication for diuresis 1s an in- 
dication for ‘DIURIL’: 


Congestive heart failure of all degrees of severity; 
premenstrual syndrome (edema); edema and toxe- 
mia of pregnancy; renal edema—nephrosis; ne- 
phritis; cirrhosis with ascites; drug-induced edema. 
May be of value to relieve fluid retention compli- 
cating obesity. 

SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' 


(chlorothiazide); bottles of 100 and 1,000. 
'DIURIL’ and 'INVERSINE' are trade-marks of Merck & Co., Inc. 


MERCK SHARP & DOHME 


Division of MERCK & CO., Inc., Philadelphia 1, Pa. 
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as simple 





INITIATE 'DIURIL' THERAPY 
Ys ‘DIURIL' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


The dosage of other antihypertensive medication 
(reserpine, hydralazine, etc.) is adjusted as indi- 
cated by patient response. If the patient is estab- 
lished on a ganglionic blocking agent (e.g., 'IN- 
VERSINE') this should be continued, but the total 
daily dose should be immediately reduced by 25 
to 50 per cent. This will reduce the serious side 
effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION 
3 The patient must be frequently observed and care- 

ful adjustment of all agents should be made to 

determine optimal maintenance dosage. 


BENEFITS: 
. improves and simplifies the management of hypertension 
- markedly enhances the effects of antihypertensive agents 


» reduces dosage requirements for other antihypertensive 
agents—often below the level of distressing side effects 


- smooths out blood pressure fluctuations 
INDICATIONS: management of hypertension 


m, ADJUST DOSAGE OF OTHER AGENTS 


Smooth, more trouble-free manage- 
ment of hypertension with ‘DIURIL’ 
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is required, say a urinalysis, and that would be 
under $10. 

DOCTOR JARRETT: The intent is for you 
to hold the billing until all charges have accrued, 
then submit your claim. 


Radiology 

DOCTOR RIORDAN: Our problem is much 
like that described by Doctor Kent. We have 
charges that are under $10. We are not able 
to let such charges pile up awaiting the possibil- 
ity that maybe some other examination will be 
requested at some later date. It seems that our 
major problem is what constitutes a diagnostic 
procedure that they must pay for and one that 
Medicare is to pay for. For example, in the 
laboratory they pay for a frog test, but they 
will not pay for an x-ray of the chest. 

If the patient or member could be definitely 
educated and informed of what they are al- 
lowed under x-ray procedures, I think that would 
clarify our problem quite a bit, and it will make 
for better rapport between the patient and the 
radiology offices. 

Another matter is the completion of forms. 
The doctor should initiate the form for diagnos- 
tic procedures in his office, initial it and send 
it along with the patient. If we can get over 
to the doctors in the membership this procedure, 
it will simplify this problem. 

DOCTOR EDEL: I think your point is well 
taken, Doctor Riordan. The committee can take 
this up possibly with the fiscal agent and maybe 
some general instruction forms could be lined 
up so that when the patients come in, they could 
be briefed on what is covered diagnostically or 
otherwise under the program. 

Possibly we can correct this minimal $10 
charge thing by not making it applicable to any 
licensed laboratory, etc., with the understand- 
ing that the laboratory does not abuse the thing, 
because we are trying to cut down administra- 
tive costs. 

General Report 

Both Doctor Jarrett and Doctor Edel reviewed 
experiences associated with the Medicare pro- 
gram locally and nationally through the past 
year. It is generally accepted and working satis- 
factorily. Certainly there are inequities which 
must be expected with any regulated program. 
At least, effort is being made to have them re- 
duced to a minimum. Arizona doctors have been 
the recipients of medical fees in excess of a half- 
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million dollars in addition to hospital fees which 
in all accounts for a total of approximately $1.25 
million. In various sections of the country agita- 
tion is for an “indemnity” plan program despite 
possible statutory complications. In Arizona, 
council has determined to continue the “service 
plan which appears to be preferable by most 
states. 


Orthopedics 

Doctor George L. Dixon of Tucson, by letter 
dated Feb. 7, 1958, requests consideration of the 
orthopedic schedule and especially that having 
to do with congenital club feet. He states: 

“I am sure you realize (this) is not a single 
procedure treatment at present, but requires 
multiple treatment and/or examinations for the 
minimum of one year. In other words, the fees 
allotted for this condition which is best initially 
treated promptly is the cause of considerable 
adverse criticism in its payments by the mem- 
bers of the service who have these policies. May 
I point out that an ordinary three stripe ser- 
geant in the air force is slightly over the limits 
of Blue Cross and Blue Shield as carried in this 
state, and further, that with the fringe benefits, 
are away under. I am speaking especially of 
these men with families from that grade up. 

Regarding the other orthopedic fees of a more 
general nature and having to do with fractures, 
only the initial fee is allowed and there is no 
provision for the payment of properly timed fol- 
low-up x-rays or recasting, which is also re- 
sented.” 

DOCTOR EDEL: Here again we have a prob- 
lem. In fracture work there is a certain amount 
of after-care and as we know in industrial cases 
such after-care is limited to four weeks. When 
we work on the fee schedule, we will consider 
Doctor .Dixon’s suggestions and criticisms in an 
endeavor to solve this thing. 

DOCTOR JARRETT: Actually, there has not 
been any criticism of the fee schedule. When 
you consider we have a very favorable fee sched- 
ule, even higher than California, the fees for the 
most part are very substantial and in many in- 
stances are higher than the average fee that the 
doctor charges; and the spirit and itnent is that 
if the maximum fee is higher than the doctor 
ordinarily charges, he is to bill his average fee. 
That is what we are expected to do. This is 
what we should do. I think for the most part 
everyone is pretty happy about the fees and 
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when you consider that the majority of the peo- 
ple who come under the provisions of this act 
have an income much under $3,600 a year, they 
should be. 


Consultation 

DOCTOR MOORE: I think it might be well 
to have an interpretation of the meaning of the 
word: “consultation.” There are numerous times 
when the physician making the initial examina- 
tion will charge for consultation. Such is not 
payable. Our interpretation is that when the at- 
tending physician refers a patient to a specialist 
for consultation, this is payable as such. There 
may be instances or circumstances wherein more 
than the first fee should be paid for extra work, 
but this is not considered a consultation. It 
should be defined. 
Pediatrics 

DOCTOR HOLMES: Provision should be 
made for care of the newborn infant by the 
pediatrician. Most pediatricians in this town 


charge $10 which includes a complete physical 
and whole care. Currently, a first visit and one 
subsequent visit is listed at $12. For an uncom- 
plicated case, $10 is sufficient. 


Post-Operative Care 

DOCTOR JARRETT: Another physician has 
been billing for post-operative care by both the 
attending physician and the surgeon who in ef- 
fect is called in as the consultant and performs 
the surgery. Council has gone on record as not 
approving the pre- or post-operative payment 
to a physician other than the surgeon where 
the surgeon is available to render these services; 
also, that the percentage of the surgical fee to 
be paid for post-operative care by other than 
the surgeon be established at twenty per cent 
(20%) of the surgical fee and to be deducted 
from the surgical fee. 


General 
It was pointed out that consideration should 

be given to the use of hypnosis in obstetrical 
cases and possibly providing a fee therefor; re- 
view of fees in the field of psychiatry for elec- 
tric shock treatments, etc., fees in the field of 
anethesia and radiology (isotope), etc. 

LESLIE B. SMITH, M.D., 

Secretary. 

By 
ROBERT CARPENTER, 
Executive Secretary. 
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NEW FEDERAL LEGISLATION 


Hospitalization of Aged . . . Stimulation of Aid 
to Handicapped . . . Registration of Union 
Welfare Funds, Jenkins-Keogh-type Bill 
.. . Tax Deductions . . . Food Additives. 


SOCIAL SECURITY: In S. 3086 Senator Prox- 
mire )D., Wis.) would liberalize benefits and 
increase taxes under the social security program 
and set up a new system of free hospitalization 
of the aged who are covered by OASDI. Wage 
base to be taxed would be raised from $4,200 
to $7,500, and the monthly OASDI tax increased 
on a gradual scale until by 1975 the employer 
and employe each would be paying 5 per cent 
and the self-employed 7% per cent. The bill 
would also eliminate the age 50 requirement 
for disability payments, raise the permissable 
annual earning rate to $1,500, and set a premium 
on deferment of retirement. 


Hospitalization would be offered any indi- 
vidual entitled to OASI benefits and his depend- 
ents (and dependents of those getting disabil- 
ity payments) for 60 days per year, but not for 
turberculosis or mental conditions. Except in 
emergencies, only hospitals that had entered 
into a fee agreement with the department of 
health, education and welfare would be eligible 
to receive these patients. Medical care would 
be limited to “such . . . as is generally furnished 
by hospitals as part of hospital care for bed 
patients...” 


Representative Dingell (D., Mich.) in HR 
10578 proposes to liberalize requirements for 
disabled to obtain social security benefits. Un- 
der present definition, an applicant for either 
disability payments or “freeze” benefits is elig- 
ible only if he is found unable to engage in any 
substantial gainful employment because of a 
physical or mental impairment. Mr. Dingell 
would have the applicant receive benefits if he 
could not obtain employment in an occupation 
similar to the work he engaged in prior to his 
disability . . . Another Dingell bill (HR 10583) 
would accept as conclusive evidence of disabil- 
ity for either of these benefits the submission 
of a statement from a federal or state agency 
that the disability fits that agency's description, 
and that such agency is paying benefits to the 
applpicant. 


PHYSICALLY HANDICAPPED: Representa- 
tive McDonough (R., Calif.) wants to authorize 
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expenditure of $12 million over six years for 
grants to states and public and nonprofit organ- 
izations to develop techniques to study the 
characteristics and needs of the physically han- 
dicapped and for co-ordinating resources to in- 
crease their activity. Data would be used to 
determine the federal government’s future role 
in vocational rehabilitation. The bill is HR 
10178. 

SURPLUS PROPERTY: Representative Her- 
long (D., Fla.) in HR 10010 proposes to amend 
the present law so surplus federal property can 
be given to state sanitation activities, malaria 
control programs, drainage programs, etc. At 
present these agencies do not qualify as “health 
agencies” eligible to receive the surplus prop- 
erty. Representative Matthews and Senator Hol- 
land (both D., Fla.) have introduced identical 
bills. 

U.S. EMPLOYES: HR 10177 by Representa- 
tive Lane (D., Mass.) would establish rebutt- 
able presumption that any federal employe de- 
veloping hypertension or heart disease has in- 
curred the disability in the course of his U.S. 
employment, provided the employe has passed 


a physicial examination at the start of his em- 
ployment or within six months after passage of 


the bill. 


WELFARE FUNDS: Senator Knowland of 
California, Republican senate leader, is asking 
congress to lay down regulations that he expects 
would make labor unions more responsible and 
democratic. His bill is S. 3068. Health and 
other union welfare plans would have to regis- 
ter annually with the Securities and Exchange 
Commission, giving information on nature and 
type of plans and benefits they provide, num- 
ber of employes covered, assets and investments, 
receipts and disbursements during the year, and 
whatever other information the commission 
might require. The commission, if it detected 
any law violations, would so advise the U.S. 
attorney general or the appropriate state en- 
forcement agency. 


JENKINS-KEOGH: Senator Sparkman (D., 
Ala.) and a majority of the senate small business 
committee have introduced a bill for tax relief 
of small independent businessmen and other 
self-employed which contains a provision simi- 
lar to the Jenkins-Keogh legislation now pend- 
ing in the house ways and means committee. 
The number is S. 3194. 
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The bill would permit any individual not cov- 
ered by or receiving payments from an em- 
ployer’s pension or stock bonus plan to defe: 
income tax payments on money placed in a re- 
tirement fund for himself or his beneficiaries 
Annual payments would be limited to 10 pe: 
cent of income (maximum of $1,000), except 
that an additional 1 per cent could be added 
for each year over 50. Retirement “credits” not 
used could be carried over for the next five 
years. 


Deposits could be placed in a restricted re 
tirement fund operated by a bank, or paid as 
premiums under a restricted retirement policy 
issued by a life insurance company. Funds 
would have to be based on written agreements, 
and could not be reassigned. Types of invest- 
ments the fund could purchase would be re- 
stricted. A restricted retirement policy is de- 
fined as “an annuity, endowment or life insur- 
ance contract or combination thereof, other than 
a term insurance contract.” Any portion of pre- 
miums allocatable to cost of life insurance could 
not be deducted. An individual would be al- 
lowed to name his death beneficiaries. 


Banks and insurance companies would be re- 
quired to advise the secretary of the treasury 
of persons taking advantage of the bill. If a tax- 
payer wished to obtain cash value of his policy 
prior to age 65, or lump-sum payment after that 
age, tax penalties would be imposed. However, 
if the taxpayer after age 65 or his beneficiaries 
received the money as retirement pay, the in- 
come tax on it would be at the ordinary rate. 


OTHER TAX BILLS: Senator Smathers (D., 
Fla.) proposes in S. 3162 to allow a taxpayer 
to deduct from taxable income all money paid 
for tuition and fees, books and supplies, travel 
expenses and meals and lodging while attend- 
ing a college. Benefits would apply to spouse 
or dependents as well as taxpayer . . . HR 10394 
by Representative Matthews (D., Fla) would 
allow deduction of all medical expenses, includ- 
ing drugs; under present law only such expenses 
in excess of 3 per cent of adjusted gross income 
are deductible. 


Representative Scott (R., Pa.) would increase 
the amount of a personal income tax exemption 
for a dependent attending college from the 
present $600 to $1,000. His bill is HR 10506 
. . . Representative May (R., Conn.) would al- 
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low a deduction of up to $800 per year for tui- 
tion and fees for a taxpayer, his spouse or de- 
pendent if they are students for five months at 
an institution above the high school level. His 
bill is HR 10548. 

FOOD ADDITIVES: Chairman John Bell 
Williams (D., Miss.) of the house interstate sub- 
committee on health wants to prohibit the use 
of new food additives that have not been ade- 
quately pretested to establish safety. The bill 
is HR 10404. It defines a new food additive 
as “any substance . . . intended to be newly 
used in the manufacture, packing, processing, 
preparation, or other fabrication of any food 
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and thus to become a component of such food, 
and which is not generally recognized by (quali- 
fied) experts as safe . . .” Such additives could 
not be used until the secretary of HEW has 
had opportunity to evaluate the results of spe- 
cific pretesting procedures. Evaluation would 
have to be completed within 120 days of sub- 
mission of data, but this could be extended an- 
other 60 days by mutual agreement. 

If an additive has been found unsafe, but the 
manufacturer decides to use it regardless, he 
must first give 30 days’ notice to the secretary, 
who could then resort to court action to pre- 
vent use of the additive. 





SOCIAL SECURITY A TAX, NOT 
INSURANCE, SCHOTTLAND SAYS 


Raraesentatives of major national organ- 
izations dealing with health and welfare were 
reminded by the head of the Social Security Ad- 
ministration that social security, contrary to 
popular concept, is a tax rather than an insur- 
ance program in the usual sense. Charles 
Schottland, social security administrator, spoke 
at a meeting sponsored by a non-profit group, 
Social Legislation Information Service. Heads 
of various voluntary groups dealing in this field 
attended to get a briefing from health, educa- 
tion and welfare officials on their plans for the 
next year. 

Commented Mr. Schottland in answer to a 
question: “Congress, through its power of taxa- 
tion, calls the signals on the amount of tax and 
the amount of benefits to be given persons cov- 
ered under social security. The inference seemed 
to be that if any amendments are made this year, 
the initiative will not come from HEW.” 

Questioning from the audience disclosed an 
interest in possible lowering of the medical 
standards for determining disability under both 
the disability freeze and disability cash pay- 
ments programs on the theory standards were 


PHS REPORTS ON POLIOMYELITIS 
FOR LAST YEAR 


PUBLIC health service roundup on poliomye- 
litis statistics for 1957 shows 5,894 cases (all 
'types) compared with 15,400 in 1956, and 
29,270 in 1955. 


too restrictive. The questions were interesting 
in light of SSA figures released during the con- 
ference on the number of denials for disability 
for failure to meet medical standards—80 per 
cent of the 320,000 who had failed to win cer- 
tification. At year’s end, SSA had made final 
determination on 690,000 of 1 million who had 
applied; 370,000 had been certified. 

Other social security highlights: (1) About 11 
million persons are now receiving monthly social 
security benefits; 65 per cent of all over 65 are 
now drawing old age and survivors benefits or 
will be able to draw them when their earnings 
decrease; by 1980, the proportion of aged popu- 
lation eligible for benefits will be 85 per cent, 
and by the year 2000, 94 per cent. (2) The dis- 
ability trust fund from which come payments 
to disabled 50 year old or over had a year-end 
balance of $640 million and by mid-year it will 
be slightly over $1 billion. 

Note: Some present thought disability fund 
should be tapped for vocational rehabilitation 
programs in the states. (3) SSA had underesti- 
mated both the number of women who would 
retire at age 62 and self-employed farm oper- 
ators who would come under the program as a 
result of the 1956 amendments, a development 
that put social security expenditure ahead of 
receipts earlier than anticipated. 





DRIVE-IN PRESCRIPTION WINDOW 


PEOPLE’S DRUG STORE 
111 E. Dunlap 
WE 3.9152 — WI 3-9964 
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ODM ACTS ON TWO HEALTH 
GROUPS: HESS COMMITTEE 
DUTIES DEFINED 


0), FICE of Defense Mobilization Director Gor- 
don Gray took two actions bearing on the medi- 
cal professions. He spelled out for the first time 
the functions of the health resource advisory 
committee headed by Dr. Elmer Hess, which ad- 
vises ODM on the civilian aspects of medicine 
in time of war or national emergency. He also 
directed that the interagency health advisory 
board, which is concerned with inter-govern- 
mental problems in defense mobilization, be 
headed by the assistant director of ODM for 
health. 

The actions came during a two-day meeting 
of the Hess committee at ODM. All eight mem- 
bers attended the organizing session which was 
devoted to indoctrination talks by ODM and 
other government officials. 

The Gray order on the Hess committee pro- 
vides that members shall be representatives 
from the “health community,” including but not 
limited to medicine, dentistry and nursing and 
persons having comeptence in clinical practice, 
public health, hospital administration, research 
and education. Its duties are: (1) advise the 
director of ODM on problems relating to the 
mobilization of health resources, (2) make 
recommendations on questions of policy relative 
to the allocation, utilization, and administration 


MEMBERS NAMED TO ODM | 
HEALTH RESOURCES ADVISORY 
COMMITTEE 


RESIDENT Eisenhower has appointed five 
new members of the national advisory com- 
mittee to the selective service system on the 
selection of physicians, dentists and allied spe- 
cailists to replace members who have resigned. 
This same membership has been announced 
by Gordon Gray, director of defense mobiliza- 
tion, as the health resources advisory commit- 
tee to the office of defense mobilization, execu- 
tive office of the President. 

In addition to Elmer Hess, M.D., chairman, 
of Erie, Pa. (appointed July 24, 1957) and 
Harold W. Oppice, D.D.S., of Chicago, Ill. (who 
is continuing as a member of the committee) 
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of health resources under various mobilization 
situations,a nd (3) interpret views of the healt! 
community of the country on matters relating 
to the mobilization of health resources, includ- 
ing manpower, facilities and supplies. 

On the interagency health advisory board, th« 
Gray order provides for a 10-man group witl 
the assistant director of ODM for health (Dr 
W. Palmer Dearing) as chairman. Previously 
the head of the health resources committee was 
chairman. Others on the board are representa 
tives of: health resources advisory committe« 
(Dr. Hess), office of secretary of defense (Dr 
Frank B. Berry), department of the army, (Maj 
Gen. Silas B. Hays), department of the navy 
(Adm. Bartholomew Hogan ), department of the 
air force (Maj. Gen. Dan Ogle), department of 
health, education and Welfare (Deputy Surgeon 
General John D. Porterfield), Federal Civil De- 
fense Administration (Dr. Robert L. Smith) 
Veterans Administration (Dr. J. Herbert Smith) 
and selective service system (Col. Richard 
Eanes ). 

The board is charged with furnishing advice 
and assistance to the ODM chief on (1) inter- 
agency problems in defense mobilization plan- 
ning for the use and control of health resources, 
including professional and auxiliary health man- 
power, health supplies and equipment and 
health facilities, (2) related health studies and 
program recommendations, and (3) such other 
related health mobilization matters as may be 
required. 
the following were appointed: Mary Louise 
Gloechner, M.D., Conshohocken, Pa., private 
practice, vice president of her state medical so- 
ciety; Frances Graff, R.N., Grand Rapids, Mich., 
director, school of nursing and nursing service, 
Blodgett Memorial Hospital, Grand Rapids, 
Mich., and past president, Michigan League of 
Nursing Education; William B. Walsh, M.D., 
Washington, D.C., assistant professor of medi- 
cine, Georgetown University, and member of 
the committee on military medical affairs, coun- 
cil on national defense of the American Medical 
Association; George Otis Whitecotton, M.D., 
Oakland, Calif., medical director, Highland Ala- 
meda County Hospital; and Franklin Yoder, 
M.D., Cheyenne, Wyo., director, Wyoming State 
Department of Public Health and immediate 
past president of the Association of State and 
Territorial Health Officers. 
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BONADOXIN © 


STOPS MORNING SICKNESS...BUT 


.--1T DOESN’T STOP THE PATIENT 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.'.? 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero.'"? 


«+. and for a nutritional buildup Is she blue at breakfast? Prescribe 
plus freedom from leg cramps* BONADOXIN. Usually just one tablet at 


STORCAVITE’ Saamaee — and vomiting 


phosphate-free calcium, 10 essential and just one supplies the 
vitamins, 8 important minerals. " ’ 4 = 
ee hth adpatermated 
* : 
Gun te cate sapheres tbe . MECLIZINE HCI 
PYRIDOXINE HCI 
NEW YORK 17, NEW YORK Bottles of 25 and 100. 
Division, Chas. Pfizer & Co., Inc. References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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Editors Note—This positive approach to the 
public will improve our stature with them. Mr. 
De Vries is to be commended. This, and not 
the negative attitude to public relations is to be 
encouraged. 


SPOTLIGHT ON SCIENCE 


NO NEED TO STEAL 
TO PAY DOC’S BILL 


By Julian DeVries 


Tue MAN arrested for burglarizing a store or 
two hereabouts gave as the reason for his crime 
the fact that his child would require surgery 
costing “several thousands of dollars.” Emotion- 
ally disturbed by this news, he sought to obtain 
the required sum illegally. 

The child in question is just a few weeks old. 
It was born with some deformity of the feet and 
an arm. At that age, such things are usually 
remediable through the application of plaster 
casts, and perhaps later for a while, braces. The 
child of whom we speak had been fitted with 
casts for the correction of its deformities, and 
was wearing them at the time its distracted 
father sought to steal the money for surgery that 
wasn't needed. The casts had been applied with 
out charge by a doctor at the Arizona Crippled 
Children’s Hospital. And that is by no means 


unusual. 
co o 2 


There is no reason whatever for anyone in 
Arizona to lack medical attention. Doctors here 
contribute several hundred thousands of dollars 
in free medical care annually to those unable to 
pay. But the case must be one of bona fide 
hardship. Chiselers and free-loaders are soon 
unmasked and their free care’ stopped. These 
are usually the ones who make the lightminded 
and unfounded charges of exorbitant fees and 
bizarre collection methods. To these misled un- 
forunates must be added those of us who be- 
lieve all doctors are rolling in wealth. 


Doctors are people, even as you and I. They 
have the same expenses as most of us, plus some 
more, because most of them are employers. And, 
like some employers, some doctors have larger 
incomes than others, but you'll look long and 
hard before you'll find any millionaries among 
“em. Chances are you'll discover that most of 
‘em are in the same boat with the majority of 
us, earning enough to maintain a middle-of-the- 
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road standard of living, and facing a big prob- 
lem should some major expense suddenly pop 


up. 
° — oO 
Despite this, they give freely of their time 
and talents to those unable to pay, even though 
the time actually represents a financial loss for 
the doctor. But do you hear ‘em how! about it, 
as some patients have been known to howl (and 
in public, too) when a medical bill is thought 
to be too high? You do not. 


There's no need for anyone to complain about 
the size of his doctor’s bill anyhow. Your doctor 
will be glad to discuss the cost of treatment with 
you before he begins it. If you think it’s going 
to be too much, or more than you think you can 
handle, tell him. He'll be glad to know and 
work with you to arrange a payment schedule 
you won't have to hock your store teeth to meet. 
Remember, he’s got to earn a living, too. Yes, 
I know—but not off you. But why not? Every- 
one else does. You help to support the grocer, 
the baker, and probably the bookmaker, and 
they help to support you when they buy the 
product or service you help to produce. So 
what's the beef? All of us need one another in 
order to live, and in order to live each of us at 
some time in his life needs a doctor. And if | 
weren't a mathematical moron, I could probably 
show you that a doctor receives less financial 
return in proportion to the amount of work he 
does than do many others. And the reason for 
that is the free work he does that few ever 
hear of. 


Why not make this Be Kind to Doctors Week? 
You could start by paying something on account 
—on account of he’d sure appreciate it. 

Reprint from The Arizona Republic, Feb. 14, 1958. 





RHEUMATOID ARTHRITIS: A Definition of the Disease and 
a Clinical Description Based On a Numerical Study of 293 
Patients and Controls 

by Charles L. Short, M.D., Water Bauer, M.D., and William E. 

Reynolds, M.D. 480 pages. (1957) Harvard University Press. $7. 


Rheumatoid arthritis is seen as an independ- 
ent, chronic, inflammatory entity of unknown 
etiology. Systemic in nature, it is characterized 
by the manner in which joints are involved. The 
clinical description, both cross sectional and 
longitudinal, is based on studies of an extensive 
series of carefully observed and diagnosed pa- 
tients. The authors are at Harvard. 


Stacey’s Medical Books, San Francisco, California. 
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A versatile, well-balanced formula capable of modifying 
the course of common upper respiratory infections .. 
particularly valuable during respiratory epidemics; when 
bacterial complications are likely; when patient’s history 
is positive for recurrent otitis, pulmonary, nephritic, or 
rheumatic involvement. 


Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Available on prescription only. 








LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL 
*Trademark 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEOERLE 


TABLETS (sugar coated) Each Tablet contains: 


ACHROMYCIN® Tetracycline ...............+ ....125 mg. 
ERTIES SP aR RE 120 mg. 
Ek RE SRR IEE See A I 30 mg. 
GEREN s Rae 150 mg. 
Chlorothen Citrate “ , 25 mg. 


Bottles of 24 and 100. 
SYRUP (lemon-lime flavored) Each teaspoonful (5 cc.) 





contains: 
ACHROMYCIN® Tetracycline 

equivalent to pavedemunte HCl : 125 mg. 
ES biadictinuniintad 120 mg. 
IT <> scrnsscahicuencnstiamuandechiimumbidaniouniengiied .. 150 mg. 
Ascorbic Acid (C) 25 mg. 
Pyrilamine Maleate 15 mg. 
0 os Sa 
IIL hrs cntecachineennnaey teipdgilieigpiaanpedmmipincens 1 mg. 
Bottle of 4 oz. + 


NEW YORK 
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in dysmenorrhea 


Pavatrine with Phenobarbital 


125 mg. 


15 mg. 


e relaxes the hypertonic uterus thus relieving pain 


e furnishes gentle sedation 


Dosage: one tablet three times a day beginning three to five days before onset 


of menstruation. 





SEARLE 





DR. DUNHAM SEES ATOMIC 
ENERGY DEVELOPING 
“HYBRIDISM” IN SCIENCES 


Dr. CHARLES L. Dunham, director of the 
Atomic Energy Commission’s biology and medi- 
cine division, has come up with a new by- 
product of atomic energy. He-calls it “hybrid- 
ism” in the biomedical sciences. In a recent 
speech to the American Chemical Society, he 
recalled that when he was a medical student, 
each department discipline was self-contained. 
Then he makes this observation: 


“What we see today is department names 
giving a clear indication of the teaching re- 
sponsibilities of that department, but very little 
by way of a clue as to the nature of the re- 
search being done in that department. Bio- 
chemistry and physiology were the first to be- 
come inextricably mixed, then biochemistry and 
microbiology. . . . Hybridism is on the rampage 
today and the still undefined biophysicist is one 


of the most potent examples of this breed.” 


Dr. Dunham says that if there is anything to 
the old idea of hybrid vigor, then the pace of 
advancement in the biomedical sciences will 
continue to quicken. He cited two large areas 
where more scientific research is needed — 
finding definitive methods of treating and con- 
trolling radiation injury and contamination, and 
more precise determination of which effects are 
irreparable and which reparable. Dr. Dunham 
said the knowledge of the therapy of radiation 
burns has remained superficial; he knows of 
only one group in the U. S. who are tackling 
the problem methodically. 





OPENING FOR PHYSICIANS 


San Diego General Practice established 17 years. Gross in- 
come more than $50,000 last year. Specializing. May start 
on salary. Main Post Office Box 1768, San Diego 12, Caif. 
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FEDERAL SCHOLARSHIPS — A NEW 
WAY TO CONTROL EDUCATION 


Since congress convened on Jan. 7, literally 
hundreds of reports and newspaper clippings 
have been analyzed in order to report factually 
on what may be expected in the way of legisla- 
tion. Congress is operating in a sputnik atmo- 
sphere of hysteria with each federal aid lobby- 
ist using the “emergency” situation as an excuse 
to have congress vote more funds with resultant 
control—for his pet project. As a result, there 
is no way of forming a firm opinion on which 
way congress is going to jump first. On this 
score, there is little agreement among so-called 
“Washington experts.” 


This may be likely: 


1. Federal aid to schools, in some form or 
othér—scholarships and building construction— 
will be pressed by the administration and by 
the two strongest lobbies in Washington, the 
federal bureaucracy and the National Educa- 
tion Association. 


2. There will be tremendous pressure for a 
stepped-up foreign aid handout program with 
the administration utlizing Eric Johnston with 
his proposed Barnum and Bailey propaganda to 
convince American taxpayers that they “desire” 
to spend money for something they don’t want, 
and something that is utterly useless, based on 
the past record. 


3. Spending will be wild for “pork-barrel 
activities”; deficit financing will return to popu- 
larity; and federal aid for almost any project 
on any silly excuse will have a fair chance of 
passage. 


It is believed that federal aid to education 
is the most dangerous of all proposed legislation. 
Accomplishment of this will lead to federal aid 
and control of medical schools, too. If our young- 
sters are to be educated in schools controlled by 
the federal socialistic bureaucracy, and medical 


students subjected to socialistic curriculums, 


overall socialism and socialized medicine will 
soon become tragedies in American history to 
be read and grieved over by our children and 
their children — unless we do something about 


it now. 
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NATIONAL CONFERENCE URGES 
U. S. ACT TO AID NURSING 
HOMES 


A FOUR-DAY conference, attended by 150 
persons representing virtually every organiza- 
tion involved in nursing homes and homes for 
the aged, has spotlighted the question of what 
responsibility the federal government has in 
this area. The meeting, held in Washington, 
was sponsored by the U. S. Public Health Serv- 
ice. One conference section, on financing, called 
for federal legislation to stimulate local financing 
to build and renovate homes. The resolution, 
which left open the question of whether the 
U. S. should offer matching grants, mortgage 
guarantees or both, is as follows: 

“There is need for federal legislation further 
to encourage financing for the construction and 
renovation of nursing homes and homes for the 
aged, including a set of recommended construc- 
tion standards for use by the financing agencies 
when such construction or renovation meets 
clearly demonstrated local needs. The need for 
such legislation is so urgent as to require prompt 
consideration by appropriate executive and leg- 
islative sections of the federal government.” 

Highlights of other sectional recommenda- 

tions: 
Medical Factors: One section agreed that every 
elderly person in a nursing home should have a 
private physician, and that every home opera- 
tor should have a physician to advise him and 
to handle emergency calls. 

Also recommended were written orders for 
drugs and treatment, and adequate medical rec- 
ords. (Secretary Folsom said that thousands of 
old people in the homes are not receiving even 
routine medical supervision, much less the bene- 
fits of recent medical advances of special value to 
the severely handicapped. ) 

Licensure: It was agreed by another section that 
in addition to checking on the physical equip- 
ment and services of a proposed home, the state 
licensing authorities also evaluate the applicant 
on physical, mental, financial, educational and 
moral qualifictions. 

Cost to Patient and Operator: At the finance 
section, it was shown that the cost of construc- 
tion varies from a minimum of $2,500 to a maxi- 
mum of $14,000 per bed, depending on services 
and facilities provided and also on geographic 
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location. Daily patient costs vary in the same 
way, from as low as $4 per day at some places 
in the south to $9.30 in the north. (If these 
patients were hospitalized, the cost would be in 
the vicinity of $20 per day or more.) It was 
estimated that 100,000 beds in substandard 
homes should be replaced, at a total cost esti- 
mated at $360 million. Presumably the U. S. 


would help in the financing in one way or an- 


other. There was no firm estimate of the num- 
ber of new beds needed. 

At the opening session, Surgeon General Bur- 
ney declared that the lack of enough high-qual- 
ity nursing homes “keeps tens of thousands of 
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older patients in general hospitals for prolonged 
periods beyond the time when they need, or can 
even benefit from, ‘full dress’ hospital services.” 

Among participants were Drs. Williard A 
Wright, chairma nof the AMA’s committee on 
medical and related facilities; C. H. Maxwell 
associate director of the AMA Washington of- 
fice; Frederick C. Swartz, committee on aging 
of the AMA’s council on medical service; Dean 
W. Roberts, executive director of the National 
Society for Crippled Children and Adults; and 
E. L. Crosby, director of the American Hospital 
Association; and Mr. George Cooley, secretary 
of the AMA council on medical service. 


FAT METABOLISM — CANCER SOCIETY RESEARCH 


I AT, it now turns out, is a prodigious producer 
of more fat. 

Contrary to the conventional scientific and 
popular view, fat is not stored only as innocent 
and inert padding. Fat begets more fat. 

This was reported by the American Cancer 


Society, which supported the research leading 
to the discovery. The investigation was done 
by a group under the direction of Dr. David D. 
Feller, assistant chief of the radioisotope service, 
Veterans’ Admiinstration Hospital, and of the 
University of Washington School of Medicine. 
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The Feller group have been incubating vari- 
ous mouse tissues in laboratory dishes and feed- 
ing them compounds which are found in vir- 
tually all cells. The compounds were labeled 
with radioactive atoms so that they could be 


traced through chemical reactions. 


As a matter of course, the scientists included 
fat among the tissues being tested, but they 
expected little activity of seemingly apathetic 
tissue. Textbooks had said that fat is manu- 
factured in organs like the liver and that it 
merely accumulates for storage in the well known 
aseas of the body. 


To their surprise, the scientists found that the 
fat tissues in laboratory dishes operated like a 
war plant during an emergency. It took up raw 
materials such as acetate, propionate and methy- 
Imalonate and fashioned them into fat faster 
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than any other tissue did. Fat produced fat more 
than 100 times as fast as the familiar fat fac- 
tory, the liver. 


In other experiments, the scientists found that 
fat produces fat by a series of chemical reactions 
different from those employed by liver and 
other tissues. Fat, streamlined for fat synthesis, 
made fat out of acetate, a raw material which 
other tissues convert to a variety of non-fat 


substances. 


At this time it is difficult to tell what, if any, 


application these fundamental findings may have. 
It is possible that the scientists concerned with 
weight control may use them in developing a 
diet. Several common diseases, including cancer 


and heart disease, are more common in fat people 
tha nthin; and it is conceivable fat metabolism 
may be related to their cause. 
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NEW TEST TO MEASURE 
RADIATION EXPOSURE 


A NEW test has been developed at the Na- 
tional Cancer Institute to measure the amount 
of radiation a person has received, providing the 
head is among the parts of the body exposed. 

Researchers at the institute found that radia- 
tion produces certain hair root changes that can 
be detected by microscope; the greater the radia- 
tion doses, the more extensive the hair root 
changes. 

Since the tests are valid where the whole 
body surface has been involved, the public health 
service points out that the technique should be 
found of particular value in measuring the 
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amount of accidental exposure. 

Radiation was found to affect the hair in the 
following ways: 1. Roots of growing hair show- 
ed abnormal changes as early as four days after 
exposure to radiation. 2. Progressive thinning 
of hair roots was observed. 3. Number of grow- 
ing hair roots found affected. was proportionate 
to the dose of radiation received and to the time 
interval following irradiation. 

The new technique was developed by exam- 
ination of the hair roots of cancer patients who 
were being given radiation therapy by irradia- 
tion of small areas of the head alone or of the 
entire body surface. The findings are reported 
by Drs. E. J. Van Scott and R. P. Reinertson of 
the institute in the Journal of Investigative Der- 
matology. 





AN OPEN LETTER 
TO DR. CLARENCE COOK LITTLE 


By David D. Rutstein, M.D. 


Is there tangible evidence of a relation- 
ship between cigaret smoking and lung can- 
cer? Eighteen studies conducted in five 
countries have shown that there is, but Dr. 
Clarence Cook Little, chairman of the scien- 
tific advisory board to the tobacco industry 
research committee, asserts that three years 
of research by his group have “produced no 
evidence that cigaret smoking or other to- 
bacco use contributes to the origin of lung 
cancer.” Dr. David D. Rutstein is head of 
the preventive medicine department at the 
Harvard Medical School. 


Dear Dr. LITTLE: 


A. a professor of preventive medicine, I have 
been deeply concerned, as I know you have, by 
the constantly increasing death rate from lung 
cancer in the United States and in other parts of 
the world. Over 25,000 people in the United 
States die from lung cancer each year, and the 
number is increasing by about 2,000 every year. 
This disease now kills more men than any other 
form of cancer. 

What is the evidence that cigaret smoking is 
responsible for most of this increase? Eighteen 
studies in five countries show either that patients 
with lung cancer are predominantly cigaret 
smokers, or that cigaret smokers have more 
lung cancer than do non-smokers. All but one of 
these 18 studies show that the more and the 


longer you smoke cigarets (but not pipes and 
cigars ), the more likely you are to get lung can- 
cer. Depending on the amount and duration of 
the smoking, the rate of occurrence of lung can- 
cer is from five to 35 times greater among cigaret 
smokers than among non-smokers. Most impor- 
tant, in all of the medical literature there is not 
one study which shows no relationship between 
cigaret smoking and lung cancer. These results, 
it seems to me, are more than just “the opinion 
of a few statisticians,” as you stated on last 
July 12. 

There is another kind of evidence which links 
cigaret smoking to the development of lung can- 
cer. Examination of the lungs of cigaret smok- 
ers under the microscope reveals precancerous 
changes. The extent of these abnormalities is 
directly proportional to the amount and- dura- 
tion of cigaret smoking. These changes were 
least common in the lungs of those who did not 
smoke cigarets regularly and most common in 
the lungs of those dying of lung cancer. 

There is a third but very weak kind of evi- 
dence which should be mentioned for complete- 
ness. Substances have been found in cigaret 
smoke which are similar in their chemical struc- 
ture to compounds which produce cancer in ani- 
mals. Actually, a few investigators have been 
able to produce cancerous changes following ap- 
plication of such substances to the skin of mice. 
As a cancer research worker of many years ex- 
perience, you know that evidence obtained on 
animals cannot be translated directly to man. 
You know that conclusive evidence on human 
lung cancer has to be obtained from observa- 
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‘tions on man. At present, therefore, these posi- 
tive results in animal experiments add little to 
our understanding of human lung cancer. 

You have consistently ignored or brushed off 
all of the human evidence whenever a statement 
relating cigaret smoking and lung cancer has 
been released to the press by a research worker, 
by the British government through its medical 
research council, or by the Surgeon General of 
the United States Public Health Service speak- 
ing for the United States government. You have 
stated that there is nothing new, that the evi- 
dence is merely “statistical,” and that no “cause 
and effect relationship has been demonstrated.” 
Your statement troubles me because I had al- 
ways thought that such evidence is valid; and I 
had been taught to believe that it is essential for 
medical research workers to follow statistical 
principles in all their investigations. What is 
wrong with a statistical study? Do not statistical 
principles come into play whenever anything 
is counted in any scientific study, whether per- 
formed in the laboratory or in the field? Statis- 
tics are, after all, the rules by which things are 
counted, and it is impossible to do any experi- 
ment without counting up the results. 


Value of Statistics 

I don’t know exactly what you mean by 
“cause.” When you question the 18 studies 
which show a relationship between cigaret smok- 
ing and lung cancer as being only “statistical,” I 
think what you really mean is that these studies 
are not as well controlled as laboratory experi- 
ments. If we think about it, we realize that even 
in laboratory experiments, no matter how per- 
formed, the results are really nothing more than 
a statistical association between two events. The 
laboratory result becomes more valid if one can 
perform a series of experiments in sequence, be- 
cause one can frequently rule out factors which 
may interfere with its interpretation. 

On the other hand, in the study of epidemics 
of disease as they occur in a population, one can 
only observe what actually happens. This is as 
true for epidemics of influenza as it is for the 
present epidemic of lung cancer. This limitation 
does not deny the validity of the epidemiologic 
observation; it merely demands more care in in- 
terpretation. It requires analysis of the plan and 
results of each study and a comparison of the 
data of many studies planned along different 
lines. In the case of cigaret smoking and lung 
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cancer, one may get some reassurance from the 
unanimity of results from the many different ap- 
proaches that were used in the 18 studies. It 
is unlikely that all would have been affected in 
exactly the same way by extraneous factors. 
Moreover, these results are confirmed by the 
increase in precancerous lesions in the lungs of 
smokers. 

In spite of possible limitations of the method 
of study, the control of many human plagues in 
the past has depended solely on the kind of 
information which you have criticized as being 
only “statistical.” This was certainly true be- 
fore the discovery of bacteria by Pasteur about 
1860. Let’s look at the record and see how it 
applies to the present situation. 

In 1796, when Jenner recommended vaccina- 
tion with cowpox for protection against smallpox, 
he did not know the “cause” of smallpox. He 
knew only that milkmaids who previously had 
cowpox had immunity against smallpox. This 
was purely a statistical association. The virus 
of smallpox was not discovered until the early 
1900s — over a century after the disease had been 
brought under control in civilized countries. 
Would you have recommended that vaccination 
against this highly fatal and widespread disease 
should have been delayed for a century because 
the evidence for it was only “statistical” and be- 
cause Jenner had not discovered the “cause” of 
the disease? 


Again, in 1854, during an epidemic of cholera 
in London, John Snow recognized the statistical 
association between cases of cholera and the 
drinking of water supplied by one of London’s 
many water companies. John Snow inferred from 
his observations that a noxious substance caus- 
ing cholera must have been transmitted by the 
particular water company, although the “cause” 
of cholera was not to be clearly defined for 
another 40 years. Would you have said that the 
recommendations of John Snow were not to be 
applied in London because he did not know the 
“cause” of cholera? Perhaps one cannot apply 
the same rules to cigarets as one does to germs. 
But the Southwark and Vauxhall Company, 
which pumped the sewage of the Thames 
through its private water supply, was probably 
disturbed by the charge that its water was re- 
sponsible for the cholera epidemic. 


Other diseases, such as rabies in Scandinavia, 
have also been controlled without information 
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as to “cause.” Unfortunately the opposite is 
also true. For example, typhoid fever in Devon- 
shire could have been prevented if Dr. William 
Budd’s epidemiological observations had not 
been ridiculed by the clinicians of his time. 


The Right To Know 


Remember, Dr. Little, I am not recommend- 
ing that people be forbidden to smoke cigarets. 
Fortunately, our citizens can make their own de- 
cisions about matters such as these. But in a 
democracy, citizens have the right to be given 
the facts. They also must be protected by their 
government, as they were in a recent statement 
by the Surgeon General of the United States Pub- 
lic Health Service, against a smoke screen of 
irrelevant and confusing details. 

In objecting to a public health program to 
diminish lung cancer by urging a decrease in 
cigaret smoking, you referred on July 12 to “vari- 
ables in human habits, environmental and con- 
stitutional, such as biologic susceptibility to can- 
cer, the effects of previous lung disease, hor- 
monal influences and many other factors.” These 
influences, as well as air pollution, are undoubt- 
edly of some importance. But what do they 
have to do with the facts that the large majority 
of cases of lung cancer occur in cigaret smokers, 
that the longer and the more the individual 
smokes the more likely he is to have lung can- 
cer, and that smokers have precancerous lesions 
in their lungs? 

Actually, the evidence for the association be- 
tween cigaret smoking and lung cancer is strong- 
er than Jenner’s evidence when he recommended 
vaccination against smallpox. This association 
is as strong as the basis for John Snow’s recom- 
mendations for the control of cholera in London. 
Why do you insist that we find the “cause” of 


. lung cancer before public health authorities be 


permitted to make any effort to control this 
disease? 

I agree with you that further research must 
be carried on as intensively as possible so that 
we may completely control lung cancer and so 
that smokers can inhale their cigaret in complete 
safety. At the same time, our citizens must be 
told clearly of the present risk of smoking any of 
the filtered or non-filtered cigarets now available. 
But we must go even further. We must not limit 
our research on cigaret smoking to its relation- 
ship to lung cancer. As far back as 1938, Ray- 
mond Pearl of Johns Hopkins showed that non- 
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smokers lived longer than smokers. Since that 
time, increasing evidence has been accumulating 
that other diseases, particularly coronary heart 
disease in young men, may be more common 
among cigaret smokers than among non-smokers 
It will be important to confirm or deny such 
relationships because a small increase in a very 
common illness like coronary disease may caus: 
many deaths. And the people must be allowed 
to know. 

The tobacco industry research committee is to 
be complimented on the large sum it has allo- 
cated for research on the relationship of smoking 
to lung cancer. This enlightened approach 
seems inconsistent with the committee’s policy 
of blind opposition to any attempt at public 
health control of lung cancer. Shouldn't this 
committee take a cue from the experience of the 
liquor industry after prohibition and at least 
counsel moderation in smoking? 


Experiment Proposed 


Although I realize that your committee does 
not perform research, with your leadership it 
could aid in setting up an experiment to an- 
swer the crucial question: Will a decrease in 
cigaret smoking result in a concomitant disease 
in the death rate from lung cancer? I am op- 
timistic enough to believe that a study could 
be set up to answer this question. Volunteers 
could be randomly divided into two groups — 
one being urged to stop and the other to con- 
tinue cigaret smoking. There will probably be 
enough difference in the smoking habits of the 
two groups to measure possible differences in 
the death rate from lung cancer. 

The results of such an experiment would pro- 
vide the basis for a continued public health pro- 
gram. The laboratory research on the basic 
mechanism of the disease would, of course, mean- 
while be carried on. 

In the meantime, Dr. Little, is there really 
any justification for your continuing to demand 
the discovery of the “cause” of lung cancer be- 
fore we attempt to save human lives by recom- 
mending a decrease in cigaret smoking? Lung 
cancer is a serious disease which causes much 
suffering and cuts down people in the prime of 
life. Should not public health authorities im- 
medaitely recommend the obvious remedy sug- 
gested by sound epidemicologic observation and 
confirmatory laboratory evidence? If not, why 
not? 
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“. HOSPITAL BENEFIT ASSURANCE 


HOME OFFICE: FIRST STREET AT WILLETTA - PHOENIX, ARIZONA - ALpine 8-488¢ 


MEDICAL DIRECTOR 


DUKE R.GASKINS, M.D. 


Dear Doctor: 


Thanks to your cooperation, the response to our new 
Preferred Surgical Plan has been tremendous. Our policy- 
holders have indicated their eagerness for more compre- 
hensive medical care coverage such as is provided by this 
new plan...and at a cost they can afford. 


We feel that everyone should be protected from costly 
and unexpected medical and surgical bills....The Pre- 
ferred Surgical Plan which pays in-hospital doctor's 
calls when surgery is not performed and 50% more for 
surgical operations, is an up-to-date plan designed to 
meet today's rising costs. 


HBA is now extending a Special Offer enrollment 
period for those policyholders who did not previously 
choose this added protection. 


Please call us if you should have any questions re- 
garding this coverage or on any of our other plans. 


Very truly yours, 


HOSPITAL BENEFIT ASSURANCE 


buh, WY takin 


Duke R. Gaskins, M.D. 
Medical Director 
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BOARD OF MEDICAL EXAMINERS 
STATE OF ARIZONA 


The Board of Medical Examiners of the State 
of Arizona at a regular meeting held Saturday, 
Jan. 18, 1958, issued certificates to practice 
medicine and surgery in this State to the fol- 
lowing doctors of medicine: 


Armstrong, Richard S. (Path), Pima County 
Hospital, Tucson, Ariz. 

Bessesen, Daniel H. (GP), Grand Canyon Hos- 
pital, Grand Canyon, Ariz. 

Brownlee, William E. (TS), University of Kan- 
sas Medical Center, Kansas City, Kan. 

Casey, James M. (PN), 14 West Lee St., Seat- 
tel 99, Wash. 

Colachis, Jr., Sam C. (GP), Box 5447, San 
Manuel, Ariz. 

Erickson, George T. (GP), 1044 E. Denton 
Lane, Phoenix, Ariz. 

Fellows, Norman M. (GS), Kaiser Foundation 
Hospital, Fontana, Calif. 

Gordon, Dan M. (Oph), 441 E. 68th St., New 
York 21, N. Y. 

Gordon, Edwin M. (ObG), 1646 Waller, San 
Francisco, Calif. 

Karansky, Stanley (Anes), 1313 North 2nd 
St., Phoenix, Ariz. 

Keeffe, Eugene J. (R), 880 Woodward, Birm- 
ingham, Mich. 

Lukens, Isaiah K. (Pd), 550 West Thomas Rd., 
Phoenix, Ariz. 

McClure, Rensselaer W., Jr., (I), 1150 N. Coun- 
try Club Rd., Mesa, Ariz. 

Marcus, Simon (GP), 3935 E. Pima Blvd., Tuc- 
son, Ariz. 

Morgan, Roland R. (GP), Immanuel Hospital, 
Omaha, Neb. 

Nelson, Catherine, L. (PH), 5726 W. Monter- 
osa, Glendale, Ariz. - 

Nimer, Melvin A, (GP), USPHS Indian Hos- 
pital, Phoenix, Ariz. 

Peterson, Wendell C. (Or), 205 Oak, N.E., Al- 
buquerque, N. M. 

Price, Halford R. (GP), 359 S. Scottsdale Rd., 
Scottsdale, Ariz. 

Russell, Paul L. (GP), 327 W. Manchester 
Blvd., Inglewood, Calif. 

Schaller, Donald F. (GP), 1055 North 7th St., 
Rochelle, Il. 

Spikes, George A. (I), Hallettsville, Texas. 

Spurbeck, George H. (GM), Maricopa County 
Hospital, Phoenix, Ariz. 

Templeton, Floyd L. (GP), PHS Indian Hos- 
pital, Winterhaven, Calif. 








STUDY ON USE OF 
ANTICOAGULANT DRUGS TO 
PREVENT STROKES 


Tue NATIONAL Institute of Neurological Dis- 
eases and Blindness has awarded $58,000 in 
grants to six medical research centers and medi- 
cal schools to conduct the first co-operative stucy 
to evaluate the effectiveness of anticoagulant 
drugs to prevent strokes. The work is scheduled 
to be completed in about three years. In an- 
nouncing the study, public Health Service 
pointed out that strokes and cerebral vascular 
diseases rank next to heart disease and cancer 
as killers and take an estimated 172,000 lives 
annually in this country. Of the new study, 


PHS said: 


“Anticoagulant research in the cerebrovascular 
field has been under way in various research 
centers for several years. Under the new co- 
operative program, the co-ordination of research 
efforts can provide a thorough evaluation of 
anticoagulant therapy in a relatively short time. 
An estimated 1,800 patients will participate — 
a total far beyond the number available for 
study by any one institution except over a period 
of many years.” 

Participating in the study are: University of 
Miami Medical School, Miami, Fla.; Emory 
School of Medicine, Atlanta, Ga.; Massachusetts 
General Hospital, Boston; Duke University 
School of Medicine, Durham, N. C.; University 
of Pennsylvania Hospital, Philadelphia; and Cor- 
nell University Medical School. 


BIGGER MEDICAL SUPPLY 
INVENTORIES URGED 


a and distributors of medical, 
pharmaceutical and hospital equipment shou!d 
be encouraged to maintain larger inventories in 
dispersed locations in the interest of national 
defense and survival under possible enemy at- 
tack. This is one of a number of recommenda- 
tions made to Gordon Gray, head of the office 
of defense mobilization, by a special commit- 
tee that investigated national stockpile problems. 
Dr. Edwin L. Crosby, director of the American 
Hospital Association, was a member of the com- 
mittee. 
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iS BLUE SHIELD A “THIRD PARTY?” 


6 

Biv Shield Plans exist only to help the 
medical profession facilitate the provision of its 
services to the people. . . . Blue Shield is an 
organization of the profession itself, and not a 
third party between doctor and patient.” 


So declared the Blue Shield commission in a 
recent policy statement. The commission is the 
elected board of directors of the national asso- 
ciation, “Blue Shield Medical Care Plans,” whose 
members are the 70-odd medical society-spon- 
sored, non-profit Blue Shield Plans. A prepon- 
derant majority of the commissioners are doc- 
tors of medicine. 


The medical profession, through its own in- 
strument, Blue Shield, pioneered the great un- 
charted realm of medical prepayment at a time 
when commercial insurance companies declared 
it was actuarially impossible, and when the bur- 
eaucrats in Washington asserted that only big 
government could do the job. 

What is a “third party between the doctor and 
patient”? In simplest terms, a “third party” must 
be some person or agency over whom neither 


the first party — the patient — nor the second 
party — the doctor — has any direct control; 
someone independent of both doctor and pa- 
tient. 


The first requirement of a medical prepayment 
plan that wants to call itself Blue Shield is that 
it be approved by the county or state society 
in the area that it serves. The second require- 
ment is that all medical policies and operations 
be under medical control; and the third, that it 
earn the voluntary participation of at least a 
majority of the doctors in its territory. 


Blue Shield is not a “third party.” In truth, 
Blue Shield has proved that doctors and patients, 
working together, can solve the problems of 
medical economics without needing any third 
party to come between them. 





Do Like Other Doctors 


Call The Best 
ART’S TV & RADIO. SERVICE 
718 N. Central Phoenix 
AL 3-2928 
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BIG-CITY LIFE GETTING 
HEALTHIER 


Conrnany to a still-popular belief, America’s 
big cities are almost as healthy to live in as are 
rural areas. 

In its statistical bulletin, Progress in Health 
Services, the foundation noted that the typical 
New Yorker in 1901 could expect to live seven 
years less than the average American. Today 
New Yorkers have practically the same life ex- 
pectancy as the rest of the population. 

Big cities in the past had a deservedly bad 
reputation for disease and death, the founda- 
tion stated. Plagues and epidemics took a heav- 
ier toll of city dwellers, and infectious diseases 
flourished in the cities even in normal times. 


“Over the years, however, medical advances 
and improvements in the general standard of 
living have greatly reduced the mortality from 
these diseases, and life in the cities has become 
halthier,” the report said. This gain has been 
made despite such growing health problems as 
overcrowding, air pollution, and the hectic pace 
of modern city life. 


In evaluating improvements in urban health, 
the foundation said, “It is important to give due 
credit in the cities to a much greater availability 
of physicians, hospitals, and other diagnostic and 
treatment resources. . .” 


“Rural populations have not yet developed the 
habit of consulting physicians and using re- 
sources as have city dwellers. . . . Moreover, 
voluntary health insurance is more concentrated 
in the cities because coverage has been most 
feasible, where breadwinners are members of 
larg employed or organized groups. 

“Success in further raising rural health levels, 
then, depends increasingly on a greater realiza- 
tion by the rural resident of his advantage in 
making wider use of the health services avail- 
able to him and in enrolling in voluntary health 
insurance.” 

Currently, the foundation said, “Regional dif- 
ferentials far over-shadow rural-urban.” It’s true 
that the heavily urban Middle Atlantic states had 
the highest regional death rate, 8.7 per 1,000, in 
1957, and that the predominantly rural West 
North Central region had the lowest mortality, 
7.5. But another rural region, the East South 
Central states, had a high death rate — 8.4, 
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against the rate of 8.1 for the nation as a whole. 
These figures suggest that other factors, such as 
composition of the population and economic 
conditions, may be more important than rural- 
urban makeup in determining a region’s mor- 
tality rate. 


The South-rural states had the highest mor- 
tality for both mothers and children at birth, and 
for infants, children, and young adults. The 
Atlantic-urban states had the highest rates for 
the middle and upper ages, with death rates from 
heart disease and cancer well above the national 
average. This area and the North-rural states 
had low mortality rates from communicable dis- 
eases at all age levels, while the South-rural had 
high rates from these diseases. 
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RECENT CD PUBLICATIONS 


Tourn attention is invited to the following per- 
tinent items in connection with civil defense: 
(a) “An Institutional Planning Guide for Dis- 
aster Defense,” prepared by the bureau of pri- 
sons. Write Federal Civil Defense Administra- 
tion, Battle Creek Mich. for copies obtainable. 
(b) “Civil Defense and the Nurse,” Federa! 
Civil Defense Administration, Battle Creek. 
Mich. 
APPOINTMENT TO STATE BOARD 


OF HEALTH 
R. WALTER BRAZIE of Kingman has been 


appointed by Gov. Ernest W. McFarland to the 
state board of health for the term of office com- 
mencing Feb. 20, 1958, and expiring Feb. 1, 
1963. 





FEDERAL INCOME TAX 
EXCERPTS FROM GUIDE FOR PHYSICIANS 


By the Law Department, 
American Medical Association 
1958 


Tacvecsnc expenses, even though designated 
for business purposes, will not be allowed if it 
appears that the trip was intended to be for 
personal pleasure or vacation purposes. 

Example — Dr. Allen attends the American 
Medical Association convention in San Fran- 
cisco. During the convention, he also engages 
in local sightseeing and entertaining personal 
friends. He also takes a post-convention trip, 
the purpose of which is primarily recreational 
although some incidental sessions are scheduled 
for medical lectures and discussions. The ex- 
penses for the local sightseeing and entertain- 
ing, and the entire cost of the post-convention 
trip are not deductible. 

Wife's Expenses — if a wife accompanies her 
husband on a business trip or to a business con- 
vention, the portion of the expenses attributable 
to her travel, meals, and lodging are not de- 
ductible, unless it is established that her presence 
was necessary and served a bona fide business 
purpose. Doctors cannot ordinarily provide such 
proof. Incidental services such as typing notes, 
assisting in entertaining, etc. are not sufficient 
to warrant the deductions. 

Example — Dr. Ward drove to a medical asso- 


ciation convention in his automobile and took 
his wife with him for personal reasons. The 
hotel room cost $15 per day for the two of them. 
Had he taken a single room, the cost would have 
been $12 per day. He can deduct his total auto- 
mobile expense to and from the convention, but 
only $12 per day for his hotel room. If he had 
traveled by plane or railroad, only his fare 
would be deductible. 

Educational expenses qualify as deductions 
under this exception if they are for education 
of a “refresher” or similar type necessary to 
maintain the skills required by a doctor in his 
field of practice. 

Refresher Courses — Education courses to be 
considered as “refresher” courses must be: espe- 
cially designed for and attended by established 
practitioners for purposes such as_ keeping 
abreast of current developments in their field 
of practice; of short duration; not taken on a 
continuing basis; and not carry academic credit 

Deductions claimed for educational course: 
held in resort areas or foreign cities are sub- 
ject to close scrutiny by revenue agents. 

Ordinarily, expenditures for entertainment and 
gifts are social or personal expenses. To be con 
sidered deductible, the burden is on the tax 
payer to establish that such expenditures are 
reasonable in amount and have a direct rela 
tionship to the conduct of his business or pro 
fession and that business benefit is reasonably 
to be expected. He must be prepared to back 
up his entertainment deductions with a record 
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of whom he entertained, his professional rela- 
tionship to such persons, and the extent to which 
he did in fact supplement his professional earn- 
ings through such persons. 

The tax court disallowed a deduction for en- 
tertainment expenses by a doctor because he 
had no record of the persons entertained and 
there was no proof of business benefit derived 
from such expenditures. The court held that 
the burden of proof was not met “by the vague 
statement that the petitioner hoped to derive 
some business as a result of the expenditure.” 
The doctor also deducted sums expended as a 
consequence of the position of his wife as presi- 
dent of a medical society auxiliary, which the 
court denied. 

Apparently the court would have allowed the 
deduction for wedding presents if the doctor had 
been able to produce records indicating the 
names of the recipients, the amounts expended, 
and evidence that on some occasions he treated 
such persons as patients. 

Under the rule adopted by the tax court in 
the Sutter case, the costs incurred by a profes- 
sional man in entertaining clients or patients are 
ordinarily not deductible in full, because a por- 
tion of the expense is usually attributable to 
himself or his family. The court said that only 


the portion of the entertainment cost for the' 
taxpayer which is different from or in excess of. 


the amount he would ordinarily spend for per- 
sonal purposes is deductible. 

A professional man may deduct his club dues 
if he can show that he joined the club to meet 
people for business reasons and that the people 
he met were a source of profit to him. 

To be allowed as a business deduction, the 
relationship between club expenses and business 
income must be apparent and convincing. Or- 
dinarily, only a part of the cost of dues to a 
social club is allowed as a deduction. The tax 
court allowed only a partial deduction even 
where it was shown that a doctor joined a club 
for business reasons. 

Although it may be clearly established that 
membership in a club is for business reasons, 
the costs of food and drink consumed by the tax- 
payer at the club are deductible only to the 
extent of the excess over the amount he would 
ordinarily spend on himself. 

Home Entertainment — The cost of business 
entertaining at home is a deductible expense, 
including the cost of food, drink, catering serv- 
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ices, flowers, and the cost of hiring servants for 
the occasion. But the doctor must be sure that 
his purpose was actual business entertainment. 
In the event of a tax examination, the Internal 
Revenue Service is likely to demand strict proof 
such as a list of the persons entertained, their 
connection with the doctor’s practice, and how 
they benefited the earnings from his practice. 
The service contends that the cost of enter- 
taining business guests at home is deductible as 
business expense only to the extent of any addi- 
tional expense by reason of their presence. If 
they bring their wives along, moreover, the posi- 
tion is taken that “it is doubtful whether any part 
of the total expense incurred would be deduct- 
ible.” 

Records — Detailed records should be kept as 
to dates, places, and events, the names of guests, 
the amounts expended, and the business benefit 
derived or reasonably expected to be derived. 

Agents generally take the position that a por- 
tion of the total expenses incurred in business 
entertainment by professional men is personal. 

Approximations will be considered only when 
the following three requirements are present: 
(1) It must be apparent that some expense was 
actually incurred. (2) The expense claimed 
must be so related to the taxpayer's business or 
profession that it qualifies as an ordinary and 
necessary business expense. (3) A basis for ap- 
proximation must be constructed from available 
evidence both as to the amount and business 
purpose of the expenditure claimed. Mere 
guesses will not be accepted without question. 
There must be an adequate basis for the approxi- 
mation. 





FOR SALE — PRACTICES 


San Diego — General Practice established 17 years. Thriving 
city. Excellent hospital facilities and exceptional surgical 
privileges for G.P. Well equipped office; complete files, 
reasonable rent. Gross income more than $50,000 last year. 
Terms may be arranged to pay $400 per month. Special- 
izing; moving out of town, will introduce. Main Post Office 
Box 1768, San Diego 12, Calif. 














CANCER CYTOLOGY SMEARS 
Slides evaluated by Ph.D. and M.D. cytologists. 
24 Hour Service All Materials Furnished 
Further Information On Request 


DOCTORS’ CHEMISTRY SERVICE 
901 Sixth Street, Santa Monica, Calif. 
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(Parke Central Madea Building 


550 W. THOMAS ROAD, PHOENIX, ARIZONA 





ARIZONA'S LEADING MEDICAL 
BUILDING 











PLENTY OF FREE PARKING 





PHONE AM 6-0579 
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ARIZONA'S LEADING OFFICE 
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Established /W/9 
OFFICE EQUIPMENT 


1636 NORTH CENTRAL 
(just north of McDowell) 














WAYLAND 


PRESCRIPTION PHARMACIES 


TWO FINE STORES 
North Central Medical Bldg. 
2021 N. Central 
and 


Professional Building 


13 E. Monroe 


Phoenix, Arizona 


FREE DELIVERY 
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FROM THE POISON CONTROL 
INFORMATION CENTER AT THE 
UNIVERSITY OF ARIZONA 
COLLEGE OF PHARMACY 


Statistics of 58 poison cases reported since the 
February 1, 1958 Progress Report: 


AGE: 

80.4% involved under 5 year age group 
3.4% involved 6 to 15 year age group 
1.7% involved 16 to 30 year age group 
8.6% involved over 45 year age group 
5.9% were not reported. 


NATURE OF INCIDENT: 
94.8% accidental 
5.2% intentional 


OUTCOME: 
100.0% recovery 
0.0% fatal 


TIME OF DAY: 
25.8% occurred between 6 a.m. and noon 
41.7% occurred between noon and 6 p.m. 
5.3% occurred between 6 p.m. and midnight 
0.0% occurred between midnight and 6 a.m. 
27.2% were not reported 


CAUSATIVE AGENTS: 
18.9% aspirin preparations 
11.9% sedatives ( Barbiturate preparations ) 
10.4% antihistamines and tranquilizers 
27.7% other medication (cathartics, anticoagu- 
lants, hormones (thyroid and estrogens), 
camphor, narcotic analgesics ) 
11.9% slovents (paint thinner, acetone, turpen- 
tine, gasoline ) 
5.2% insecticides 
7.0% household cleaners and bleaches 
5.2% ornamental plants (castor beans ) 
1.8% cosmetics 





COLORADO ANNUAL SESSION 


Tue Colorado State Medical Society is listing 
below the meetings of this society which are 
scheduled for the remainder of 1958 and for 
1959. 

Sept. 24-25-26-27, 1958, annual session, Broad- 
moor Hotel, Colorado Springs, Colo. 
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€ future Meetings 


13TH ANNUAL MEETING OF 
THE OGDEN SURG. SOC. 


HE Ogden Surgical Society is pleased to an- 
nounce the scientific program of the annual 
meeting to be held May 21, 22, and 23, 1958. 

Place: Ogden, Utah, the scientific meetings 
will be held at the Orpheum Theatre, 2520 Wash- 
ington Boulevard. 

Program: The following doctors have been 
obtained as guest speakers: 

Harry E. Bacon, professor surgery, Temple 
University School of Medicine, Philadelphia, Pa. 

B. Marden Black, associate professor of sur- 
gery, Mayo Clinic, Rochester, Minn. 

Alexander Brunschwig, professor, clinical sur- 
gery, Cornell University School of Medicine, 
New York City, N. Y. 

William Dameshek, director, Blood Research 
Laboratory, New England Center Hospital, Bos- 
ton, Mass. 

R. K. Gilchrist, clinical professor, surgery, Uni- 
versity of Illinois School of Medicine, Chicago, 
Ill. 

Roy G. Holly, professor, obstetrics and gyne- 
cology, University of Nebraska Medical School, 
Omaha, Neb. 

Vincent C. Kelle, associate professor, pediat- 
rics, University of Utah Medical School, Salt 
Lake City, Utah. 

James F. Nolan, assistant clinical professor, 
Obstetrics and Gynecology, Los Angeles Tumor 
Institute, Los Angeles, Calif. 

Alton Ochsner, chief, surgical staff, Ochsner 
Foundation, New Orleans, La. 

Gerald Pratt, associate clinical professor, sur- 
gery, New York University College of Medicine 
—Bellevue Medical Center, New York City, N. Y. 

Col. Joseph R. Shaeffer, MC., consultant on 
medical care in disaster, Walter Reed Army Me- 
dical Center, Washington, D. C. 

Col. Arthur B. Tarrow, MC, USAF, chief of 
anesthesiology, USAF Hospital, Lackland Air 
Force Base, Texas. 

Owen Wangensteen, professor, surgery, Uni- 
versity of Minnesota, Medical School, Minneop- 
olis, Minn. 

James V. Warren, professor, medicine, Duke 
University School of Medicine, Durham, N. J. 

Claude E. Welch, chief of tumor clinic, Mass- 
achusetts General Hospital; associate in surgery 
at Harvard Medical School, Boston; Mass. 














os ere ee 


334 ARIZONA 


Entertainment: An informal party will be held 
on Thursday evening for all who have regis- 
tered, and their wives. Social events will be ar- 
ranged for the ladies in attendance. 

Registration: Make hotel registrations at once 
through the chairman of the registration commit- 
tee, Doctor L. D. Nelson, Washington Terrace, 
Ogden, Utah. 

We urge you to attend this outstanding meet- 
ing. 

THE AMERICAN COLLEGE OF 
OBSTETRICIANS AND 
GYNECOLOGISTS PLAN 
LOS ANGELES, CALIF. 
MEETING APRIL 21-23, 1958 


F ORTY round table discussions and 210 break- 
fast conferences will highlight the meetings of 
the American College of Obstetricians and Gyne- 
cologists at the sixth annual clinical meeting to 
be held at the Hotel Statler, Los Angeles, Calif., 
April 21-23, 1958. 

Dr. J. Edward Hall, Brooklyn, N. Y., program 
committee chairman, has announced that during 
the three-day meeting, 14 formal papers will be 
given. The authors will be fellows of the col- 
lege and guest speakers carefully selected for 
their special knowledge on the particular subject. 

Two banquets will be held, one at Cocoanut 
Grove in the Ambassador Hotel and the other 
in the Moulin Rouge, a beautiful theater res- 
taurant. 

A reception will be held on Sunday, April 20 
in the Statler Hotel with the fellows of Los An- 
geles and surrounding communities as hosts. 


LAW — MEDICINE SYMPOSIUM 


W ESTERN Reserve University’s Law-Medicine 
Center has scheduled the fourth in a series of 
institutes for April 25-26 on the university 
campus. 

Entitled “The Mind: A Law-Medicine Prob- 
lem,” the two-day program will be held in the 
courtroom of the University’s School of Law. 

Prominent medical specialists will lecture on 
such topics as “Personality Growth and Devel- 
opment: “Childhood, Adolescence, Adult”; 
“Causes of Mental Diseases and Illnesses; Phy- 
sical and Emotional, Precipitating and Predis- 
posing”; “Management of the Traumatically Dis- 
abled Mentally III”; “Classification of Mental Dis- 
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eases and Illnesses”; “Psychological Testing and 
Interviewing”; “Law-Medicine Cases Involving 
Mental Diseases and Illnesses.” 

The primary purpose of the institute will b« 
to indicate the effects of trauma to the humai 
body. 

Co-operating with the Law School in pre 
senting the program will be the Cuyahoga Coun- 
ty coroner's office, co-sponsor of the Law-Medi 
cine Center. 

Sessions wil be held from 9 a.m. to 4:30 p.m 
on Friday and from 9 a.m. to 3:30 p.m. on Sat 
urday. Tuition will be $25. 

For further information, contact Oliver C 
Schroeder Jr., director, Law-Medicine Center 
Western Reserve University, Cleveland 6, Ohio 
phone CEdar 1-7700, extension 635. 


HAWAII MEDICAL CONFERENCE 


To recent announcement and invitation to 
mainland doctors by the Hawaii Medical Asso- 
ciation to attend the Hawaii summer medical 
conference in Honolulu July 1-3, 1958, has caused 
a great deal of interest. 

The conference is under the auspices of the 
Hawaii Medical Association, constituent society 
of the AMA, and Dr. Samuel L. Yee, president 
of the Hawaii Medical Association, has extended 
an open invitation to members of the medica! 
profession to attend the conference. 

Included in the program are breakfast panels 
and a special afternoon clinic at a local hospital. 
Such outstanding speakers as Dr. Frederick C 
Robbins of Cleveland, Dr. Ernest Jawetz of San 
Francisco, and others of equal stature, will pre 
sent papers of particular note. 

The conference has been timed to immediate], 
follow the AMA annual meeting in San Fran 
cisco June 23-27, 1958. Official travel arrange 
ments to Hawaii to attend the conference ar 
under the direction of Lee Kirkland Travel ot 
Chicago and Kansas City (operators of medica! 
tours). Aside from attendance at the scientific 
sessions, various other official social functions 
will be provided in the official trips, and a choic: 
may be made of traveling round-trip by air, 0: 
combining air and steamer travel between th: 
mainland and Honolulu. 

For additional information, conference regis 
tration forms, or to place reservations, contac 
Lee Kirkland Travel, c/o Medical Tours, PO Bo» 
3433, Chicago 54, IIl. 
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AUXILIARY PROGRAM 
ANNUAL MEETING 
Chandler, April 30, May 1, 2, 3, 1958 
EE: i.co-secekcccce San Marcos Hotel 
WOMAN'S AUXILIARY 
TO THE 
ARIZONA MEDICAL ASSOCIATION 


a ° 


°o 
CONVENTION COMMITTEE CHAIRMAN 
General Chairman, Mrs. Thomas O. Rowley 


EE ebkccadecsanoas Mrs. John K. Kerr 

Co-Chairman ....... Mrs. William G. Payne 
Registration .......... Mrs. Stanley I. Blake 
Transportation ...... Mrs. Robert D. Erickson 
ree Mrs. Edward Sattenspiel 
Co Mrs. Clair E. Troutman 
ictrencsesace Mrs. Raymond §. Elliott 

Co-Chairman .......... Mrs. Rex W. Weaver 
Luncheon, May 1 ........ Mrs. Walter B. Lee 
Luncheon, May 2 ........ Mrs. Rex O. Vaubel 


Golf Tournament, May 1 ..Mrs. V. E. Frazier 

The plans and preparations for this conven- 
tion which were executed by the above commit- 
tee members are hereby acknowledged with deep 
appreciation by the Pima County Medical Aux- 


iliary. 
oO — ° 


TWENTY-EIGHTH ANNUAL MEETING 
CONVENTION SCHEDULE 
WEDNESDAY, APRIL 30 

10:00 A.M. to 4:00 P.M. Registration 

Lobby, San Marcos Hotel 

10:00 A.M. Preconvention Board Meeting 
Terrace Lounge, San Marcos 
12:00 Noon to 5:00 P.M. Student Nurse Loan 

Fund Committee Meeting Luncheon 
San Marcos 
1:00 P.M. Nominating Committee Meeting 


Terrace Lounge, San Marcos 
oO o ° 


THURSDAY, MAY 1 
9:00 A.M. to 12:00 Noon Registration 
Lobby, San Marcos Hotel 
10:00 A.M. Formal Opening for All Auxiliary 


Members ...... Terrace Lounge, San Marcos 
Mrs. Charles S. Powell, President, Presiding 
Invocation .............- Mrs. James R. Moore 


Address of Welcome ..... Mrs. John K. Bennett, 

President, Pima County 
Response .......... Mrs. Frederick W. Knight 
Member-at-Large 
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GENERAL SESSION 
In Memoriam .......... Mrs. James R. Moore 
Announcements by Convention 
Chairman ......... Mrs. Thomas O. Rowley 


Visual Reports of State Chairmen — Displayed 
in Main Lobby of San Marcos Hotel 
o oo oO 
New Executive Board 
Meetings .......... Mrs. Melvin W. Phillips 
° oO oO 
1230 P.M. Luncheon ....Maricopa Inn, Mesa 
Honoring the National President, Mrs. Paul 
C. Craig 
PE cs ccecedadneus Rev. Carl L. Olson 
First Lutheran Church, Mesa 
Introduction of Members-at-Large 
PEE ic hsbccdccuteeces Mrs. Paul C. Craig 
oO oO ° 
2:30 P.M. Ladies’ Nine-Hole Handicap Golf 
Tournament — Green Fees $4.00. .San Marcos 
Golf prizes contributed through the generosity 
of the O. S. Stapley Co. of Mesa, Arizona, 
which is acknowledged with grateful appre- 
ciation. 


o o ° 


FRIDAY, MAY 2 
9:30 A.M. Auxiliary Briefing and Informal 
REE aéttecnwaces Edjon Room, San Marcos 
Mrs. Paul C. Craig, National President 
County and State Chairmen and Auxiliary 


Members are requested to attend. 
o * 2 


12:30 P.M. Luncheon and Fashion Show by 
Marge Brignall ...... Arizona Country Club 

Two-Minute Project Reports by County Presi- 
dents 


Installation of Officers ...... Mrs. Paul C. Craig 
President's Inaugural 
MI 086 s6actacda Mrs. Melvin W. Phillips 
Adjournment of Annual Session 
o oO ° 


2:30 P.M. Post-Convention Board Meeting 
oO °° ° 
MEMBERSHIP PLEDGE 
I pledge my loyalty and devotion to the 
Woman’s Auxiliary to the American Medical As- 
sociation. I will support its activities, protect 
its reputation, and ever sustain its high ideals. 
°° ° .'s 
(Woman’s Auxiliary Directory On Page 7A) 
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ATLAS OF TUMOR PATHOLOGY 


T UMORS of the Esophagus,” by Drs. Arthur 
Purdy Stout and Raffaele Lattes has just been 
released. ! 

Copies may be ordered from: The American 
Registry of Pathology, Armed Forces Institute of 
Pathology, Walter Reed Army Medical Center, 
Washington 25, D. C. at a cost of $1 per copy 
plus 15 cents postage. All checks should be 
made payable to the American Registry of Path- 


ology. 


NINE VA CONSTRUCTION 
PROJECTS PLANNED 


| N the next few months veterans’ administra- 
tion plans to call for bids on nine hospital con- 
struction projects estimated to cost between $16.9 
million and $23 million. Hospitals on the list 
for improvements or additions are those at Syra- 
cuse, Newington, Conn., Bronx, Ann Arbor, Bed- 
ford, Mass., Chillicothe, Ohio, and Roanake, Va. 
The largest calls for additional buildings and 
utilities at the Downey, IIl., hospital. 
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DRUGS AND THE MIND 
by Robert S. deRopp. 308 pages. (1957) St. Martin’s Press. $4.50 


A biochemist tells the story of drugs, from th: 
ice age to the age of anxiety: marihuana, mes 
caline, hashish, heroin, rauwolfia, reserpine, mil- 
town, and others. He emphasizes their use today 
in the treatment of the mentally ill. The volum: 


is for general readers. 

Stacey’s Medical Books, San Francisco, California. 
DISEASES OF THE EXTERNAL EAR 
= a H. Senturia, M.D. 210 pages. Illustrated. (1957) Thoma 
$8.50. 

A thorough consideration of prophylaxis in 


external otitis techniques, and formulas of oint- 
ments used are included. Basic chemical and 
pathological data behind these prophylactic 
preparations are given. The author is an associ- 
ate professor of clinical otolaryngology, Wash- 
ington University. 
Stacey’s Medical Books, San Francisco, California. 
BEDSIDE DIAGNOSIS 
i— M.D. 4th ed. 415 pages. (1957) Williams & 
In handbook format, common symptoms and 
signs of disease are weighed. Synopses of causes, 
which start each chapter, are brought up to date 
in the new edition and descriptions of newly 
recognized conditions have been added. The 
author is a professor of medicine, University of 
Liverpool. 


Stacey’s Medical Books, San Francisco, California. 
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